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\ IN MYTHOLOGY, the caduceus was the wand carried by 
a Mercury as messenger of the gods. Today, the caduceus 
\ still heralds a message of vital importance, and it could 
very well be a symbol of the utmost significance in your 
life. As the emblem of the Army Nurse Corps, it calls 
you to a career of unlimited nursing opportunities. At 
whatever stage your nursing career may be, you will find 
the Army Nurse Corps offers you an outstanding program 
for educational, professional and personal rewards. 





If you are a student nurse, you will want to learn of the Army Student Nurse Program—an unusually 
attractive opportunity for students of proven ability to undertake a full-time study 
course in their own school without financial worry. Under this program, you would be 
enlisted in the Women’s Army Corps Reserve at the end of your second year in nursing 
school and continue your education for a period up to two years, receiving the full pay 
and allowances of an enlisted Reserve on active duty. In effect, you complete your aca- 
demic program under the sponsorship of the Army Medical Service. 


If you are a graduate nurse, you will want to learn of the Army Registered Nurse Student Program. Here, 
you will further your formal education for a year, have a chance to obtain a Bachelor’s 
or Master’s degree in nursing at an accredited school and obtain training in a nursing 
specialty of your choice. As you qualify for a position of leadership in nursing, you will 
also receive the full pay and allowances of an Army officer while in school. 


If you are a nurse interested in specialization, you will want to learn of the Army Postgraduate Clinical 
Programs, which offer courses in Anesthesia, Operating Room Nursing and Adminis- 
tration, Obstetrical Nursing and Neuropsychiatric Nursing. 


U.S.Army Nurse Corps 






| ED program you follow as an Army 
Nurse, you will take pride in being an indispen- 
sable member of the Army health team which 
has earned the respect of nations around the 
globe. And you will find many unique personal 
advantages as you serve your country with the 
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New (2nd) Edition! Hansen - 
Study Guide and Review 
of Practical Nursing 


gers 
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THOROUGHLY 
REVISED! 


The New (2nd) Edition is now ready. It is an extensive revision based on letters 
to the author, surveys of new curriculums in a number of practical nursing schools, 
recent pertinent literature and interviews with practical nursing instructors. You 
will find this reference now even more handy and more helpful because . . . 


New Outlines! 1. More emphasis is placed on the responsibilities of the practical nurse both when 


I I o,° i $ 
on Normal Nutrition; working alone and as a member of a team. 
Microorganisms and Can- 


# 2. Attention has been repeatedly concentrated on patient rehabilitation. 
— 3. New illustrations have been added. 

Expanded Sections! 4. Fahrenheit and Centigrade equivalents are given throughout. 

on Conditions Frequently 5. Safety measures have been made more prominent. 

Met in Long-Term Illness 6. Many cross references have been included. 


and Disability —and on 
Infancy, Childhood and 


Adolescence. 


This book outlines every course in the practical nursing curriculum. All material 
is classified into units with subdivisions to give you an over-all picture and to show 
you immediately which points are important. Review questions follow each unit. 
They are of the multiple selection type about situations you meet in everyday 
practice. The correct answer is placed in back of the book to make it easy for 
you to check your answers and to quickly associate the correct answer with each 
situation. Hundreds of new questions have been added. 


New Illustrations! 


Separate Unit! 
on Mental Illness. 
Use this effective study guide and handy work plan to study for tests, review for 
state licensure examinations or brush up on current principles and techniques. Put 
the entire field of practical nursing at your fingertips. Order Hansen today! 


New Discussions! 


on Skin and the Gastro- 


intestinal Tract. By HELEN F. HANSEN, R.N., M.A., Pommarte, Instructor, California Lutheran Hospital School of 
Nursing, Los Angeles; Educational Director, University of California School of Nursing, San Fran- 
cisco; Inspector, Schools of Nursing, State Department of Public Health, California; Assistant 
Director, Mount Sinai School of Nursing, New York City; Chief, Bureau of Registration of Nurses, 
California; Executive Secretary, Board of Nurse Examiners, California; Director, Sacramento Junior 
College School of Nursing, Sacramento. 398 pages, illustrated. About $4.25. 

New (2nd) Edition—Ready February 20! 


New Questions 














Brownell - 
Practical Nursing 


This book describes all the duties of the practical nurse 
and explains in detail how to do each. Important points 
to remember are outlined. Medical and nursing terms are 
defined. The book is complete with descriptions of 
anatomy, physiology and common diseases—plus sug- 
gestions about your own health. It tells you how to assist 
the doctor, how to keep the patient comfortable, how to 
bathe the patient, how to care for the newborn, how to 
nurse the chronically ill and the aged, and how to ad- 
minister medicine. 

By KATHRYN OSMOND BROWNELL, R.N., B.S., Member of Committee, 


Brooklyn Y.W.C.A. School of Practical Nursing, Brooklyn, New York. 
512 pages, illustrated. $4.25. Fourth Edition! 


Vail Coupon Today! 


Krause = Food, Nutrition 
and Diet Therapy 


This up-to-date book will serve you every day of your 
nursing career. It tells you simply and clearly the basic 
facts about daily nutritional needs. Whether your patient 
has a peptic ulcer, heart disease or diabetes, this guide 
explains what he can and cannot eat. Adequate diets are 
given for every common medical and surgical condition. 
You'll appreciate the help given on psychological factors 
in feeding the sick—economical ways of buying food— 
the many family-size recipes—menu suggestions—basic 
cooking instructions and 94 handy charts covering every- 
thing from cuts of beef to nutrients in household quan- 
tities of food. 





By MARIE V. KRAUSE, B.S., M.S., Formerly Dietitian in Charge of 
Nutrition Clinic and Associate Director of Education, Department 
of Nutrition, New York Hospital. Therapeutic Dietitian and Instructor 
in Dietetics, Mount Sinai Hospital, Philadelphia, Pa. 621 pages, 144 
illustrations. $6.00 Second Edition! 
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IN THIS 


COVER: Military 


ways offered attractive career oppor- 
tunities for the professional nurse. 
“Broader Career Opportunities for 
Military Nurses” (page 21) explains 


how Public Law 


hanced these opportunities for all 


military nurses. 





Alice M. Robinson 


ISSUE 


nursing has al- 


85-155 has en- 


In “Communicating With Our Patients” 
(page 6), the third in a series of articles 


concerned with the general subject 
“Communicating With the Nursing 


Staff,” Alice M. Robinson, R.N., dis- 
cusses the importance of understanding 
our mental patients, of establishing and 
maintaining a warm, loyal relationship 
with them. While this is not always 
easy, Miss Robinson, in relating some 
of her experiences with mental patients, 


shows that such a relationship can be developed. Miss Rob- 


inson is current 


y Director of Nursing Education at the 


Vermont State Hospital. 


“The Fields of Nursing” by Irwin Deutscher (page 10), the 
fifth in a series of eight articles on the report A Survey of 
the Social and Occupational Characteristics of a Metropolitan 
Vurse Complement, is concerned with the personal and oc- 


cupational charac 
as a comparison 
nurses. 


teristics of nurses in various fields. as well 
of hospital— and nonhospital-employed 


Included is a discussion of the effect of socio- 


economic factors on nurse employment. 


Col. Inez Haynes, chief, Army Nurse 


Corps and autho 
Opportunities — fe 
(page 21), has 
since June 1, 
missioned a_ sece 
Army Nurse Cor 
months later she 


duty at Fort Sam Houston, Texas. Dur- 
ing her active army career, Col. Haynes  ¢,). 


has served at St 


1932, 


r of “Broader Career 
or =6 Military Nurses” 
been an Army nurse 
when she was com- 
md lieutenant in the \ 
ps Reserve. Seventeen 
; reported for active 





Inez Haynes 


ernberg General Hos- 


pital, Manila, Philippines; Fort Lewis, Wash. Walter Reed 


General Hospital, 
installations, Col. 
Nurse Corps on O 





‘ = 
“A 
Dr. L. Kimmel 


Kimmel organize« 


Wash., D.C., and many other U.S. Army 
Haynes was appointed chief of the Army 
ctober 1, 1955. 


Dr. M. Leonard Kimmel explains. in 
“Providing Complete Maternity Care” 
(page 22), how the doctor-nurse team 
functions in a Natural Childbirth Train- 
ing Program. Dr. Kimmel first became 
interested in psychosomatic medicine 
when, while treating pilots for a fear- 
tension-pain syndrome during World 
War II, he discovered that the syndrome 
was the same as that experienced by 
women in labor. After the war, Dr. 
1 and directed a Preparation for Childbirth 


program for clinic patients at the Margaret Hague Maternity 
Hospital in New Jersey. 
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With the increase in the number of schizophrenic patients being admitted to our mental hospitals, greater 
emphasis is placed on nursing therapy. Here Miss Alice Robinson, R.N., joins in a friendly discussion with a 


group of patients at the Vermont State Hospital. 


Before the nurse can help a mental patient, 
she must understand the reasons for his actions. 
But many of us lack this understanding 


because we have difficulty in 


communicating 
with our 


patients 


BY ALICE M. ROBINSON, R.N. 


Director of Nursing Education, 
Vermont State Hospital, Water- 
bury, Vermont 


N previous articles we have 

looked at general communica- 
tion problems in nursing, specifical- 
ly at problems in relation to our- 
selves and our colleagues. As a final 
step (and this by no means can 
complete a survey of the overall, 
encompassing communication prob- 
lems in nursing), we shall attempt 
to discuss some of the more im- 
portant aspects of such problems 
in relation to patients. 

Caring for the sick is the major 
reason for the existence of nursing. 
Thus it would be difficult to deny 
that the inter-relationship of nurse 
and patient is the most significant 
area upon which nurses should 
focus their attention. 

Psychiatric nursing is not very 
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different from other areas of nurs- 
ing. It is not a specialty. The dif- 
ference lies in the particular skills 
the nurse learns and utilizes when 
working with mental patients. In 
terms of social and emotional 
nurse-patient relationships, every 
area or field of nursing is, basical- 
ly, psychiatric nursing. Perhaps the 
term mental nursing, used in some 
other parts of the world, is more 
appropriate. 

Although it is true that the nurse 
in a general hospital may use more 
physical or mechanical tools than 
the nurse in a psychiatric hospital, 
mental nursing still occupies the 
majority of her time. How else to 
allay the fears of a patient facing 
a serious operation? Or to comfort 
little Billy who wants his Mommy 
and Daddy? How else does the 
nurse recognize and handle skill- 
fully the underlying anxiety of the 
demanding patient, the crank, and 
the inveterate bell-pusher? 

Our relationships with mental pa- 
tients should be similar to our re- 
lationships with others, although 
our reactions to these relationships 
will differ. We need first a basic 
understanding of interpersonal rela- 
tionships—what goes on between 
individuals or between an individ- 
ual and a group, and why. It is 
not always easy to reach this un- 
derstanding, because many times 
we are not aware of certain reac- 
tions which occur, and even less 
aware of the reasons for them. 


It is quite possible to deal with 
mental patients in a_ superficial, 
self-protective way, but little or no 
progress is made as far as his ill- 
ness is concerned. A warm, constant 
relationship may make the differ- 
ence between the patient remain- 
ing ill or becoming better. 


There is a tremendous reluctance 
on the part of some of the nursing 
personnel in mental hospitals to be 
natural and realistic. Our inability, 
as so-called normal human beings, 
to express ourselves honestly and 
realistically has for years hindered 
our therapeutic ability with pa- 
tients. The subterfuge of our de- 
fense mechanisms compels us to be 
somewhat false in our dealings with 
others. And this is the problem that 
the patient has always had to face. 

We have, in most instances, 
taught our nurses and aides the 
practical routines in nursing—how 
to make beds, how to set up the 
electroshock unit, how to check 
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patients off at mealtime and bed- 
time, and so on. Granted, in our 
large, overcrowded, understaffed 
institutions, these routine things 
must be done. But it is important 
that we also include instruction on 
the importance of providing en- 
vironmental security for our pa- 
tients and on the effect of the 
nurse-patient relationship. But that 
the latter is so frequently left out 
of our educational efforts is appall- 
ing. 

One of the first and most im- 
portant elements in interpersonal 
relationship problems which we 
must consider is our tendency to 
protect ourselves in a relationship 
to the extent that we disregard the 
feelings of the other fellow. We do 
this with children because of a 
selfish need to step in or take over, 
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The trend is to encourage patients to do things for themselves. Attendant 
Marion Blake waits for the patient to make the first move in a game of 
Scrabble. 


which arises within us in the pres- 
ence of those temporarily less en- 
dowed. Recently, while observing 
in a normal nursery school, I had 
occasion to note this factor occur- 
ring again and again. 

One little girl who had persist- 
ently isolated herself from the 
group climbed up on the gymnasi- 
um bars and was unable to get 
down. She wanted to cry, and she 
wanted to ask for help, but she 
would do neither. Instead, she hung 
there precariously for several long 
moments, strenuously striving to 
look secure and at ease. The im- 
pulse of the observers was to reach 
up and rescue her, but the more 
experienced teacher instead gave 
her careful and elementary instruc- 
tion in how to get down. This she 
was able to do, but later she again 











crawled up on the bars and found 
herself in a similar predicament. 
The persistence of the teacher that 
she rescue herself was a learning 
experience for the child which gave 
her not only further knowledge, but 
a sense of security as well. We are 
often inclined to do things impa- 
tiently for patients rather than to 
allow them to do for themselves. 

It is necessary to look for the un- 
derlying reasons for behavior. We 
must attempt to deal with the un- 
derlying reasons, rather than the 
behavior itself. In a psychiatric 
unit for children, a 16-year-old girl 
was given the nickname Sexy by 
her peers because of her mature and 
rather voluptuous development. As 
a result, she would walk in a 
hunched fashion with arms crossed 
over her chest except when forced 
to do otherwise. She was trying to 
hide her bosom and possibly mini- 
mize her own awareness of her body 
because of her great insecurity re- 
garding sexual matters. She had 
been raped by both her father and 
brother. Teasing by the personnel 
only accentuated her inner torture. 

This again indicates that nurs- 
ing personnel should be made aware 
of the dynamics underlying the be- 
havior of patients. We speak of dy- 
namic relationships knowing that 
relationships between people be- 
come more forceful and have more 
meaning when there is some mu- 
tual awareness of personality traits. 
It is of prime importance that we 
be realistic in our relationships with 
mental patients. Our inability to ex- 
press our true feelings in situations 
can create some insurmountable 
interpersonal problems. It is true 
that the experienced aide or nurse 
does have definite positive and 
negative feelings toward patients. 
One of our greatest tasks is learn- 
ing to tolerate the unpleasant be- 
havior of others. 

In a large mental hospital, one 
learns a great deal about the neces- 
sity for consistent and tolerant loy- 
alty to patients about whom one 
cares a great deal. Personal expe- 
riences with situations in which we 
can see the benefits of consistency 
and trust will enable us to teach 
nursing personnel something about 
nonverbal inter-relationships, sym- 
bolism, and the firm-but-not-pun- 
itive attitude. 

A recent experience may serve to 
illustrate this point. A new patient, 
because of the rush of a busy ward, 
had not been oriented to the ward 
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Teasing, when properly done, is an acceptable means of establishing rap- 
port with patients. Louise Janz, R.N., and attendant John Edwards challenge 


a patient to a game of croquet. 


rules. She heard a great deal of 
laughter coming from the ward 
kitchen where two or three of the 
ward personnel were taking a morn- 
ing break. She wandered to the 
door and knocked, and when it was 
opened said, hopefully, “Can I 
come in? I heard you laughing and 
I want to laugh, too.” One of the 
nurses stepped forward, frowning, 
and answered, “You know you are 
not supposed to be in here!” and 
closed the door. 

Another nurse quickly opened it, 
and slipped her arm gently around 
the patient. “I'll tell you what we 
were laughing about. . .” she said, 
and proceeded to do so. When she 
had finished, the nurse said, “You 
reminded me of that song ‘Green 
Door.’ Something about ‘I hear 
laughter in there, but I can’t get 
in!” In a pleasant way, the woman 
learned that patients were not al- 
lowed in the ward kitchen. 

With the great numbers of chron- 
ic, schizophrenic patients in our 
mental hospitals, nursing therapy 
must come to be an accepted phase 
of treatment. Its usefulness as an 
educational process is unlimited. It 
would seem that the stiffest argu- 
ments against nursing therapy in 
the psychiatric milieu would arise 
in relation to the word therapy. 


(Photos by Rupert A. Chittick, M.D.) 


Call it what we will, the warm, 
tolerant, consistent, and nonthreat- 
ening relationship which can exist 
between the nurse and the patient 
should be nothing less than thera- 
peutic. 

For example, I recall an expe- 
rience I had with a patient two 
years ago. I had been working with 
a group of chronic; disturbed, schiz- 
ophrenic women for about three 
years. We met twice a week in their 
ward, and one particular patient 
had apparently made no progress 
at all. Occasionally she would have 
an outburst of weeping, accom- 
panied by a tirade of delusions: 
“T see blood all over me, all over 
the floor, all over you. I have cut 
up my baby!” she would cry. Other 
than this she did not verbally par- 
ticipate in the group. In conference 
with the ward doctor, we decided 
to discontinue her attendance at the 
group meetings. For two weeks, 
each Tuesday and Thursday at 10 
A.M., the regular time for our 
meeting, she became greatly dis- 
turbed on the ward, wept, screamed, 
and threw furniture. 

The attendants came and asked 
that we take her back, and we did. 
Consequently, she reverted to her 
former quiet behavior. Although 
she had not seemed to be deriving 
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any benefit from the group sessions, 
it was obvious that just this routine 
change of scene each week was an 
important personal experience for 
her. 

It is, of course, a great deal easier 
to express our negative feelings 
about others than it is to express 
our positive feelings. However, in 
our dealings with patients we in- 
voluntarily display our feelings. In 
ordinary, everyday experiences we 
form opinions about others, and we 
act on them. Thus, one would think, 
if we do not like a patient, we 
cannot pretend that we do. Con- 
versely, we cannot openly express 
our hostility, since the majority of 
our patients are ill because of their 
constant need to defend themselves 
against real or imagined hostility. 
The patient, probably for the first 
time, behaves in a most anti-social 
manner, including frequent demon- 
strations of hostility. Our major 
task is to learn to realize that such 
behavior is not directed against us, 
but against what we represent, and 
accept it as such. 

It is not uncommon for the nurse 
to leave the psychiatric field simply 
because of her failure to interpret 
hostility in a healthy manner, but 
rather to take it as a direct and 
personal affront. This brings to 
mind a point about assuming roles. 
It is rather difficult to conceive of 
assuming an unfamiliar or unfelt 
role. However, we have only to con- 
sider the theater to know that it 1s 
entirely possible. Take the Lunts, 
for example: We know that they 
assume roles, sometimes roles en- 
tirely divorced from real life, and 
perform them superbly. We can do 
the same, but it takes supervision 
and practice. 

We cannot learn by wishing. We 
may listen to a great pianist and 
wish that we, too, were so accom- 
plished. But we could wish forever 
and still not be able to play well 
without practice. Thus, to use the 
most common example, it is bene- 
ficial for the nurse to be a kind and 
loving mother to the patient. But 
if she feels neither kind nor loving 
toward him, she can take on this 
role if she practices it and learns 
it. It is difficult, but it is an art 
that can be learned. 

Relationships between nursing 
personnel and psychiatric patients 
are often ambivalent. For instance, 
we may like a patient, find him in- 
teresting, challenging, even amus- 
ing. But at the same time, his ag- 
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gressiveness, antagonism, and un- 
tidiness may make us angry. We 
can resolve this conflict by working 
with the patient. 

Sympathy and empathy are ex- 
tremely difficult to consider as sep- 
arate entities. One might say that 
sympathy is more closely related to 
pity. Pity might be conceived as a 
negative response since it implies 
a feeling of superiority. Empathy is 
more like identification in that we 
sense and take on the feelings of 
another person and react accord- 
ingly. Unless properly handled, 
empathy can be the basis for a de- 
structive relationship, often produc- 
ing intolerable anxiety. 

Experience in nursing therapy 
has indicated that, in many in- 
stances, those who have themselves 
been mentally ill interact more 
quickly and effectively with pa- 
tients. (This does not by any means 
imply that in order to be effective 
in psychiatric nursing one needs to 
have been emotionally ill.) On the 
other hand, it has been noted that 
student nurses frequently empa- 
thize with young women patients 
in a nonproductive and mutually 
dependent relationship. Sympathy 
is most constructive when it be- 
comes a motivating factor in the 
senile and infirmary wards. 

If we can accept the fact that 
the basis for anger ‘is almost al- 
ways frustration, we shall be able 
to understand patient behavior 
more thoroughly. Experience has 
proved that being locked in, with- 
out privacy, without personal pos- 
sessions, unable to express troubie- 
some thoughts, and unable to con- 
tact a doctor can be intolerably 
frustrating. 

These are only a few of the in- 
evitable deprivations which face 
the mentally ill patient. How can 
we, using only communication 
skills, hope to minimize the dis- 
comfort and anxiety, the rebellious 
anger? We cannot unlock the doors, 
or give patients nail scissors and 
matches, or magically produce a 
doctor at just the time the patient 
needs him. However, we can be 
aware of his frustrations (and our 
own), his fears (and our own), 
and we can be permissive about his 
reactions. 

Permissiveness is a dangerous 
term, and it is an attitude which 
is frequently overdone. It is a fear- 
ful experience for the patient when 
he can get control of a situation 
in which he wanted help in con- 


trolling himself. Recognition of lim- 
its, withholding judgment, control 
of the need to retaliate, and accept- 
ance of sick behavior are conducive 
to a permissiveness which is con- 
structive and productive. 

One often hears an instructor in- 
sisting that personnel and students 
should never laugh around patients 
or at patients. This, in theory, has 
its points, but it is actually far 
from realistic. In the community 
outside the hospital, we do not usu- 
ally laugh derisively, sarcastically, 
or at an individual who is pitiable. 
A working, practical sense of humor 
is invaluable in our relationships 
with patients, and patients expect 
it. Group laughter often does more 
to relieve tension than anything 
else. The patient’s bid for attention 
is, at times, very amusing, and he 
intends it to be. 

Teasing is another acceptable re- 
lationship tool when properly used. 
Of course, malicious teasing, bad- 
gering of patients, or making fun 
of a patient’s inadequacies is cer- 
tainly out of line. On the other 
hand, teasing among good friends 
is one of the initial indications of 
warm feelings and of caring about 
each other. Patients, like everyone 
else, sense that you care about them 
when you “kid” or tease them. We 
need to develop a less hopeless at- 
titude in our teaching programs, 
to develop instead a positive philos- 
ophy that working with mental pa- 
tients is an experience in living, 
that it can be interesting, challeng- 
ing, and fun. 

To be able to love even one pa- 
tient with whom we work, day by 
day, in a mental hospital is assur- 
ance that that patient will begin to 
find the way back. Love, as used 
here, means the compassion one 
sees demonstrated by nurses and 
aides who work carefully, gently, 
and honestly with even the most 
difficult patients. For this they re- 
ceive very little remuneration. 

There are, then, many ways in 
which nurses communicate with pa- 
tients, both formally and_ infor- 
mally. The nurse’s ability to com- 
municate successfully with her pa- 
tients in turn enables the patients 
to express those thoughts and feel- 
ings which are a part of their ill- 
nesses. Knowledge of these thoughts 
and feelings enables the doctor, the 
nurse, and their colleagues to give 
the patients a maximum of help 
and support in their efforts to re- 
gain their health. 
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What proportions of nurses work in general 


duty, industry, public health? How does 


the area of employment affect their salaries 


and membership in professional organizations? 


Mr. Deutscher answers these and other 


pertinent questions in Part V of a survey of 


graduate nurses in a metropolitan area. 


the fields of 
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nursing 


URSING is a many faceted 

profession. It is actually an 
assortment of professions included 
under a general title. Articles on 
the qualities of a good nurse that 
appear in magazines and books 
from time to time imply that all 
nursing requires a single set of at- 
tributes. This is not true. Nursing 
is so diverse that almost every 
candidate will find work that in- 
terests her and for which she is 
suited—both socially and psycho- 
logically. It is with the variety of 
opportunities in nursing that this 
article is concerned. 

The environment, duties, func- 
tions, and responsibilities of the 
private duty nurse are quite dif- 
ferent from those of the school 
nurse or the office nurse. Because 
of these differences, it is not un- 
reasonable to expect that nurses 
in these fields may also differ from 
one another in some of the char- 
acteristics discussed in the preced- 
ing articles of this series. Unfor- 
tunately, we can consider here only 
certain fields in which relatively 


large proportions of the nurse com- 
plement are found. There are other 
fields, including nursing in the 
armed forces, anesthesiology, sur- 
gical assistants, nurses working in 
clinics, but the available data on 
them is too limited to permit reli- 
able generalizations. We have 
lumped these together with certain 
other fields into a category which 
we refer to as miscellaneous nurs- 
ing positions. About five per cent 
of the working nurses in the Kan- 
sas City Metropolitan Area hold 
such positions. The distribution of 
working nurses among the vasious 
fields appears in figure I. There 
are far more general duty nurses 
than any other type (30 per cent). 
The only other nursing positions 
which attract more than five per 
cent of the working complement 
are head nurse and supervisory 
positions, private duty and office 
nursing. 

Although administrators may be 
found in ail but the first four fields 
listed in figure I, we removed them 
from their special fields and placed 
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them in the administrative cate- 
gory. It should be remembered in 
interpreting the data that follows 
that many of the graduate nurses 
hold administrative positions in 
fields such as public health. The 


removal of these administrators 
from their specific fields may have 
affected some of the statistics 


which follow. 


Personal Characteristics 


We shall begin our discussion 
by comparing the personal char- 
acteristics of nurses in the various 
positions. Are there fields of nurs- 
ing in which more older nurses 
work? Are there fields in which 
disproportionate numbers of mar- 
ried nurses are found? The an- 
swer to both questions is yes. Fig- 
ure 2 indicates that almost one- 
half of the general duty nurses are 
under 30 years of age; whereas 
only 30 per cent of the total num- 
ber of working nurses and four per 
cent of those employed in the 
schools and in administrative po- 
sitions are under 30 years of age. 
In general it can be said that the 
nurse under 40 is more likely to 
be found in general duty, the doc- 
tor’s office, nursing education, and 
industry, while public health, ad- 
ministration, school nursing, and 
private duty attract nurses over 40 
years old. 

In figure 3 sharp differences are 
evident in the marital status of 
nurses in some fields. Fifty-six 
per cent of all working nurses are 
married. Seventy per cent of those 
in industry are married, but only 
one third of those holding admin- 
istrative positions are married. 
This, of course, does not mean that 
if a nurse wants to find a husband 
she should go into industrial nurs- 
ing. It is more likely an indication 
of the attractiveness such work 
holds for married women: an 
eight-hour day, five-day week, no 
nights, no week ends, and relative- 
ly good pay. Ema Barchak dis- 
cusses the advantages of industrial 
nursing from the nurse’s point of 
view in her study of industrial 
nursing in the Ohio Valley. 

We cannot say that their youth 
is the reason most administrators 
are single, for most of them are 
more than 40 years of age. The 
probable reason most are unmar- 
ried is that these women center 
their lives around their work, and 
because of this involvement in 
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€L.0S, THE LACK OF HIGH-PAYING POSITIONS IN THESE FIELOS 


their jobs they have neither the 
time nor the inclination to accept 
the subordinate role of a wife. 

It is difficult to determine how 
typical Kansas City nurses are in 
this respect. Comparisons between 
Kansas City and the rest of the 
United States can be made among 
selected fields thanks to data pre- 
sented in Facts About Nursing. In- 
stitutional nurses in Metropolitan 
Kansas City can be compared with 
those in non-metropolitan Missouri 
on the basis of the data presented 
by Habenstein and Christ. It is 
true that in every field in which 
comparisons can be made, Kansas 
City nurses are more likely to be 
married than are those in the 
United States as a whole and 
somewhat less likely to be married 
than are those in non-metropolitan 
Missouri. It is difficult to discover 
any reasonable explanation for 
these apparent differences,  al- 
though it is true that rural women 
are more likely to be married than 
urban women. If we presume that 
there is a heavy concentration of 
nurses in urban areas of the Unit- 
ed States and that Kansas City 
tends to be more rural than many 
other cities, we have a tentative, 
though undocumented, explanation. 

Is there a difference in the ex- 
tent to which nurses in the differ- 
ent fields participate in the affairs 
of the larger community? Appar- 
ently, there is. In figure 4 school 
nurses appear to be by far the 
most active in community life, 
with 45 per cent of them belong- 
ing to three or more nonprofes- 
sional clubs or _ organizations. 
Nursing educators, public health 
nurses, and administrators also ap- 
pear to have relatively high rates 
of participation — in fact, almost 
as high as nonworking nurses. Ap- 
proximately 60 per cent of head 
nurses and supervisors, those in 
general duty, miscellaneous nurs- 
ing positions, and offices do not 
belong to any clubs or organiza- 
tions. 

In studying the family charac- 
teristics of these nurses, we find 
that there is little variation in so- 
cio-economic background, as indi- 
cated by the fathers’ occupational 
status. The socio-economic factor 
seems to have little to do with the 
field in which a nurse is employed, 
with the exception of the adminis- 
trative and office nursing fields. 
In the former there is a dispro- 
portionately large percentage of 
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women from higher-status fami- 
lies, while in the latter there is a 
disproportionately lower percentage 
of women from higher-status fam- 
ilies. Although socio-economic 
background may have little effect 
in determining the field a nurse 
finds herself in, her identification 
with a minority group does seem 
to make a difference. While figure 
5 indicates that only eight per cent 
of all working nurses identify a 
member of their family with a 
minority group, over twice that 
percentage of nursing educators 
and public health nurses do. Only 
three per cent of industrial nurses 
and four per cent of office nurses 
associate their family with a min- 
ority group. Why should women 
with minority-group backgrounds 
be attracted disproportionately to 
nursing education and _ public 
health? Why are so few of them 
found in industry and the doctors’ 
offices? One possible explanation 
would lie in employment methods 
and the powers of those doing the 
selecting. The industrial nurse and 
the office nurse are usually hired 
by a businessman or a physician 
who uses his own judgment and 
is influenced by his personal likes, 
dislikes, and impressions. Public 
health positions, on the other hand, 
are most often filled by competi- 
tive examinations, whether they be 
on the city, state, or national level. 


It is often a policy of the examin- 
ing and selecting group not to dis- 
criminate against members of min- 
ority groups. Knowledge of such 
a policy would tend to influence 
nurses who fear discrimination at 
the hands of private employers. 
There is, however, no apparent 
satisfactory explanation for the 
overrepresentation of such persons 
in the field of nursing education. 


Occupational Characteristics 


Nurses’ salaries are discussed 
and argued widely, but it is incor- 
rect to assume that all nurses’ sal- 
aries can be discussed in a single 
breath. The income distribution 
varies. Note in figure 6 that the 
largest proportion of poorly paid 
nurses is in general duty, with 35 
per cent making less than $3,000 a 
year and only eight per cent mak- 
ing more than $4,000. The best- 
paid nurses are in administrative 
positions, with about 30 per cent 
making over $5,000 a year and 
only five per cent earning $3,000 
or less. Industrial nurses are also 
relatively well-off when compared 
to most other nurses, with only 
ten per cent of them making less 
than $3,000 a year. 

School nurses present an _ inter- 
esting picture, salarywise, because 
large numbers of them are either 
poorly paid or well-paid. About 30 
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of them earn less than 
$3,000—a larger percentage than 
any other group except general 
duty, office nurses, and those in 
miscellaneous positions. On the 
other hand, 40 per cent earn over 
$4,000—a larger percentage than 
any other group except adminis- 
trators. This strange distribution 
of salaries for school nurses as 
compared to nurses in other fields 
may be explained in part by the 
fact that school nurses in Kansas 
City are part of the school system 
and work under the sane salary 
schedule as do schoolteachers. Be- 
cause there is some regional vari- 
ation in nurses’ salaries and be- 
cause the figures cited here are for 
the year of 1954, one must be 
careful in generalizing and apply- 
ing the figures to other parts of 
the United States and to later 
years. However, generally speak- 
ing, the relative incomes of various 
groups would probably remain the 
same. In other words, industrial 
nurses and nursing administrators 
earn more money than do general- 
duty and office nurses. 

Referring to figure 2, we find 
that salary is related to age. Note 
that the youngest groups are the 
most poorly paid, while older 
nurses are the highest salaried. 
Nevertheless, the relationship be- 
tween age and income is not per- 
fectly consistent. 

Let us consider now the question 
of mobility among nurses in these 
various fields. Do nurses in some 
fields move around the country 
more or less than others? 


per cent 


The an- 
swer is yes. The office nurse is 
exceptionally stable, 59 per cent 
have always worked in the Kansas 
City area. This is in contrast to 
the administrators; only 29 per 
cent of the administrators have al- 
ways been employed in the same 
area. It is clear from figure 7 that 
both of these percentages represent 
extremes, for less than half of all 
the nurses polled have always 
worked in the area. 

The number of states in which 
the nurses have been registered 
supports the preceding observa- 
tion. Geographically, the office 
nurse appears to be the most sta- 
ble; almost three-quarters of them 
have never been registered in more 
than one state. It is also true that 
well over half of the head nurses 
and those in industry and general 
duty have been registered in only 
one state, whereas 60 per cent of 
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the administrators and over half 
of the public health, private duty, 
school nurses, and nursing educa 
tors have been registered in more 
than one state. 

We must consider job mobility, 
as well as geographic mobility for 
the fact that a nurse has always 
worked in Kansas City does not 
mean that she has always had the 
same job. As we have noted earlier 
in this series, the job mobility in- 
dex expresses the relationship be- 
tween the number of years a per- 
son has been in nursing and the 
number of jobs she has held. Ac- 
cording to figure 8, which depicts 
job mobility, school nurses are the 
most stable, jobwise, with about 
90 per cent of them averaging at 
two years in a job. Over 
three-quarters of those in public 
health, administration, and private 
duty also average at least two 
years to a job. General duty nurses 
and nursing educators, however, 
present a contrasting picture, with 
less than half of them spending an 
average of two years in a job. 

The comparison between geo- 
graphic mobility and job mobility 
is revealing; although we might 
expect that there would be a direct 
relationship between the two, this 
does not seem to be true. For ex 
ample, although administrators are 
the most mobile geographically, 


least 
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they are among the most stable 
jobwise. It is also true that, while 
office nurses are the most stable 
geographically, office nursing is 
among the three fields in which 
nurses make the most job changes. 
These data suggest that office 
nursing may become the final rest- 
ing place for many nurses who, 
for one reason or another, cannot 
or will not leave the metropolitan 
area, yet they cannot seem to find 
a position which satisfies them. Be- 
cause office nurses are usually 
young, this seems also to suggest 
that they have geographic stability 
and job mobility, and that they 
leave nursing at an early age. It 
also suggests that administrators, 
although they may travel great dis- 
tances to seek the position which 
interests them, stick with that po- 
sition once they find it. 


Are Hospital Nurses Different? 


A study of the 23 research pro- 
jects cited by Clara Hardin in her 
pamphlet Nurses Invest in Patient 
Care reveals that, with a few no- 
table exceptions, much of the 
nursing research conducted in re- 
cent years has been concerned pri- 
marily with institutional nurses 
and nursing. During the remainder 
of this article, we shall be con- 
cerned with the general categories 


of hospital-employed and nonhos- 
pital-employed nurses, rather than 
specific fields. Slightly over half 
of all working nurses in the com- 
plement are employed by hospitals 
according to figure 9. This figure 
does not include private duty 
nurses who, although most of them 
work ‘in hospitals, are not em- 
ployed by hospitals. 

Although nurses who are em- 
ployed by hospitals differ in some 
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respects from those who work out- 
side of the hospital, sometimes 
even greater differences appear 
when various kinds of hospitals 
are compared with each other. For 
example, anticipating the discus- 
sion of professional organizations 
which will be the subject of next 
month’s article, figure 10 shows 
that the A.N.A. membership var- 
ies considerably, according to the 
kind of hospital. While 70 per cent 
of the nurses who are employed in 
hospitals supported by city, state, 
or federal government are A.N.A. 
members, only 40 per cent of those 
in private - proprietary hospitals 
are members. However, it can also 
be seen in figure 9 that very few 
nurses work in private-proprietary 
hospitals, so this is not a particu- 
larly serious problem. The statis- 
tics in figure 11, which concern 
membership in professional organ- 
izations, indicate that nurses in 
private-proprietary hospitals par- 
ticipate in their professional organ- 
izations at a far lower rate than 
all other nurses. Over 40 per cent 
of them do not belong to any pro- 
fessional organization, and none of 
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them belong to more than two such 
organizations. The nurses in vol- 
untary and religious hospitals have 
nearly identical distributions in 
membership in professional organ- 
izations, while those in government 
hospitals are quite similar in this 
respect to nurses who work out- 
side a hospital. The one remark- 
able difference between hospital 
nurses and nonhospital nurses is the 
relatively high proportion of non- 
hospital nurses who belong to 
three or more professional organi- 
zations. 

As might be expected, there is 
a relationship between the rate of 
membership in professional organ- 
izations and membership in non- 
professional groups. Just as they 
are less active in professional or- 
ganizations, hospital nurses partic- 
ipate less in the organized activi- 
ties of their communities than do 
their colleagues who are not em- 
ployed in hospitals. It is true, of 
course, that some noninstitutional 
nurses, such as those in public 
health and in the schools, find 
their work intricately tied in with 
the affairs of the community in 


which they live, so that, for them, 
their work and community partici- 
pation become nearly synonymous. 
This, however, is not necessarily 
true of the industrial, office, or 
private duty nurse. 

Nurses employed by hospitals 
do not belong to as many clubs as 
do those employed elsewhere. Fif- 
ty-eight per cent of the hospital 
nurses do not belong to any clubs 
or organizations at all as compared 
to only 43 per cent of those em- 
ployed outside of the hospital. 
Twenty per cent of those not em- 
ployed by a hospital belong to 
three or more such clubs while the 
same is true of only eight per cent 
of hospital nurses. 

One of the more striking con- 
trasts between the hospital nurse 
and the nonhospital nurse appears 
when we examine these nurses in 
terms of their job stability. As in- 
dicated in figure 12 the hospital 
nurse changes jobs more frequently 
than the nonhospital nurse: Only 
54 per cent of the hospital nurses 
are in the low-mobility category 
(averaging two years or more to 
a job) as contrasted with 67 per 
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cent of the nurses who are not em- 
ployed in a hospital. Conversely, 
it is also true that more hospital 
nurses are in the high-mobility 
category (averaging more than 
one job a year) than are those 
who are not hospital employed. 
Job mobility varies somewhat in 
terms of the kind of hospital in 
which the nurse is employed. The 
nurse in the private-proprietary 
hospital resembles the nurse who 
does not work in a hospital at all, 
as far as job mobility is concerned. 
It is in the voluntary, governmen- 
tal, and religious hospitals, that the 
most mobile nurses are found. If 
these hospitals are classified ac- 
cording to size, rather than sup- 
port, a new picture appears. It 
would seem that job turnover is 
at its highest in the smallest (un- 
der 100 beds) and the largest 
(over 500 beds) hospitals. How- 
ever, nurses who do not work in 
hospitals are still more stable, job- 
wise, than those who work in hos- 
pitals—regardless of hospital size. 
A final comparison between hos- 
pital nurses and nonhospital nurses 
is made on the basis of annual in- 


come. The_ general conclusion 
which can be drawn from the data 
in figure 13 is that nonhospital 
nurses make more money than 
those in every type of hospital, 
with the exception of the govern- 
mentally controlled or supported 
hospitals. It should be remembered 
that this category includes city, 
state, and federal hospitals. 

The financial lot of the nurse 
in the private-proprietary hospital 
is a poor one, with over half of 
them earning $3,000 or less a year; 
only 17 per cent of those employed 
in governmental hospitals are in 
that pay bracket. More than a 
quarter of the nurses employed in 
governmental hospitals are earning 
more than $4,000 a year. Although 
nonhospital nurses do nearly as 
well, no other category of hospital 
nurses approaches this figure. 


Summary 


In this article we have discussed 
some of the similarities and dif- 
ferences among nurses engaged in 
different fields of nursing. It was 

(continued on page 30) 
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DRUG THERAPY 


by Joan Sarvajic, R.N. 


Formerly Instructor in Pharmacology, 
Bellevue Schools of Nursing, New York City 


The Nephrotic Syndrome and True Nephrosis 


True or lipoid nephrosis occupies a position in med- 
icine shared by few diseases—its etiology is unknown, 
its prognosis uncertain, and its treatment unsatis- 
factory. Because its cardinal manifestations of ede- 
ma, hypoproteinemia, albuminuria, hypercholester- 
olemia, and hyperlipemia are so striking and the ag- 
gravation and abatement of the disease’s symptoms 
are at times so dramatic, its management is a chal- 
lenge to the medical and nursing professions. 

Friedrich Mueller suggested the term nephrosis 
in 1905 to designate degenerative lesions in the kid- 
ney that were not inflammatory (nephritic); since 
he did not include vascular lesions, the term came 
to imply disease of the renal tubules. This has caused 
numerous clinical conditions known to cause tubular 
damage to be classified as nephrosis. However, a 
diagnosis of nephrosis is accurate only when the ne- 
phrotic syndrome is present. 

The nephrotic syndrome may be defined as a clin- 
ical state characterized by the presence of edema, 
albuminuria, and decreased serum albumin. There is 
often an increased concentration of blood lipids and 
cholesterol and a lowered basal metabolism. The hy- 
pothesis that the edema is caused by lowered plasma 
osmotic pressure is no longer satisfactory. The com- 
ponents of the nephrotic syndrome as they relate to 
true or lipoid nephrosis will be discussed separately. 

The nephrotic syndrome is present in: true or lipoid 
nephrosis; the nephrotic stage of chronic glomerulo- 
nephritis; amyloidosis of the kidney; syphilitic ne- 
phrosis; intercapillary glomerular sclerosis (Kimmel- 
stiel-Wilson’s disease); renal vein thrombosis; Tri- 
dione toxicity (toxic effect of the drug Tridione, and 
disseminated lupus. Thus, the nephrotic syndrome 
can be caused by a series of widely different disease 
processes which have only one thing in common— 
each affects the kidneys. There is, however, no con- 
stant interference in the renal function. 


True or Lipoid Nephrosis 

True or lipoid nephrosis is a chronic disease char- 
acterized by the nephrotic syndrome; in this case 
there is no evidence of any specific underlying dis- 
ease. Yet there are some authorities who deny that 
there is such a separate entity, asserting that care- 
ful histologic research will demonstrate glomerular 
damage in all cases. 
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The good prognosis, the peculiar susceptibility to 
pneumococcal infections (in the days before antibi- 
otics), the higher incidence in children, and the clear- 
cut lack of renal histopathology early in the course 
of the disease, are characteristics not found in other 
examples of the nephrotic syndrome. 

In most instances it is not possible to relate the 
onset of nephrosis to another clinical disturbance. 
Nevertheless, aggravation of the nephrotic syndrome 
often follows acute upper respiratory infections. Hey- 
mann and Lund have developed a clinical pattern in 
rats simulating the transition from pure lipoid ne- 
phrosis to chronic glomerulonephritis by injecting an 
antikidney serum into the rodents. 

A degenerative phase bearing all the symptoms of 
nephrosis appeared first, followed by fibrous prolifer- 
ation in the glomeruli, which was manifest by hyper- 
tension and uremia. These observations, together with 
the fact that in children there is a decrease in the 
blood complement during active phases of the disease 
and an increase during remission, suggests that an 
antigen-antibody reaction may be an etiologic factor 
in nephrosis. 

This disease primarily affects children, beginning 
usually at about two and one-half years. Most au- 
thorities claim it does not predominate in either sex, 
nor is there any apparent link to race or geographical 
distribution. 

The kidneys of the nephrotic patient are enlarged 
and yellowish, with smooth external surfaces and 
thickening of the cortices, which may have streaks 
of bright yellow lipid material. The tubules are dilat- 
ed and the epithelium is flattened. The cells show 
varying degrees of granular degeneration and many 
of them are swollen, containing doubly refractile lip- 
oid droplets of neutral fat and cholesterol esters. It 
has been suggested that the alterations of the tubular 
cells might in some way result from the reabsorption 
of filtered protein. Fat deposits in these cells may 
be secondary. 

Much of the controversy surrounding the question 
of whether this disease is a distinct entity can be 
solved when it is decided whether or not glomerular 
changes occur early in the disease. Recently Ehrich 
and others, using a special stain, found changes in 
the intercapillary basement membrane of the glom- 
eruli (with thickening and so-called fibrinoid degen- 
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eration). This supports the contention of Bell, who 
believed that the essential lesion is an injury of the 
glomeruli which renders them permeable to protein. 


Clinical Manifestations 


The major characteristic of true nephrosis is the 
insidious development of generalized edema, first 
gravitational and later an anasarca with fluid in the 
serous cavities. A child with nephrosis rarely appears 
ill at the onset of the disease unless acute infection 
precipitates the attack. Edema of the eyes and the 
ankles are the first manifestations of nephrosis. The 
edema finally intensifies until, in some instances, the 
patient doubles his true weight. This phase may last 
several weeks, or even months. During the course of 
nephrosis there is a recurrence of edema and accumu- 
lated fluid following partial or complete remissions 
(as a result of spontaneously induced diuresis). The 
amount of urinary output varies inversely with the 
edema. As the disease becomes well established, the 
patient develops a pallor which may not be indicative 
of any significant degree of anemia. The appetite 
fails, lassitude and irritability generally develop, and 
malnutrition may become severe. 

During edema this loss in body tissue is masked, 
only to become glaringly apparent when the edema 
subsides. Diarrhea and vomiting often occur in gen- 
eralized edema, and are probably caused by edema 
of the intestinal wall. Respiratory distress, abdominal 
distention, umbilical and inguinal hernias, rectal pro- 
lapse and ambulation are affected by the extent of 
the edema. The liver is often moderately enlarged 
and blood pressure is usually normal, although it 
may rise temporarily. Persistent hypertension ac- 
companies advanced renal insufficiency. These pa- 
tients may not have a fever, even when there is in- 
fection. 

The Starling hypothesis, which is concerned with 
hypoalbuminemia, may hold a key to the reason for 
the increase in extracellular fluid in nephrotic pa- 
tients. According to this theory, the final point of 
equilibrium is met when there is a balance between 
plasma oncotic pressure in the capillaries and de- 
creased tissue tension due to the presence of edema 
fluid. Decreased plasma osmotic pressure is not the 
sole factor, since diuresis and loss of edema some- 
times occur with no measurable change in serum al- 
bumin levels. 

Although some think that in nephrosis the kidney 
is defective in excreting sodium, it has been shown 
that the nephrotic patient actually handles ingested 
sodium as well as a normal person, with only a dif- 
ference in quantity. However, since extracellular 
fluids cannot exist without a concentration of electro- 
lytes, largely sodium, it is advisable that salt be 
eliminated from the diet of the nephrotic patient. 

Large quantities of protein, averaging five to 10 
Grams, but often reaching 30 Grams or more daily, 
are found in the urine of the nephrotic patient. These 
proteins have the same quality as those found in 
plasma. The albumin-globulin ratio of the urine 
ranges between 10:1 and 20:1. Proteinuria is believed 
to be caused by a defect of the renal glomerulus. 

While the fluid is accumulating, the urinary volume 
is reduced, but the specific gravity of the urine is 
high; abnormally large amounts of urine are secreted 
as the edema disappears. The development of persis- 
tent hematuria during the course of the nephrofic 
syndrome denotes the development of cipontc glomi¢r- 
ulonephritis - 

The decrease of serum albumin in the blood fro- 
duces a reversal of the albumin-globulin\ratio and 
an increase in the blood lipids, particularly in the 
cholesterol fraction 


18 


The reason for the increase in blood lipids and 
cholesterol remains a mystery. It is probable that 
lipid abnormalities have a causal relationship to the 
arteriosclerosis which often develops in nephrotic pa- 
tients. 

Nor is the significance of a lowered basal metab- 
olism in these patients clear. Recent studies indicate 
normal thyroid function, and thyroid therapy has 
little, if any, effect on the disease. 

Children with nephrosis are extremely susceptible 
to infection, especially of the upper respiratory tract. 
Chronic upper respiratory infections often become 
acute. Chief offender is the pneumococcus, but an 
hemolytic streptococcus infection is not uncommon. 
Nephrotic patients seldom recover once an acute bac- 
terial infection sets in. Blotchy, tender, red erysipe- 
loid lesions occasionally appear on the body, especial- 
ly the abdomen, and are accompanied by fever and 
such other signs of acute illness as vomiting, head- 
ache, and, rarely, early signs of shock. At the same 
time, the urinary volume may decrease sharply, the 
edema becoming more extensive. This is a crisis. A 
positive blood culture of the pneumococcus or hemo- 
lytic streptococcus can often be obtained and the 
crisis overcome by antibiotic therapy. 

Signs of glomerulonephritis, in combination with 
hematuria, azotemia, and hypertension eventually de- 
velop in children affected with pure lipoid nephrosis. 
The patient may lose ground for as long as two or 
three years. This nephrotic syndrome has been called 
the transition form of lipoid nephrosis. 

Cardiac failure may also occur, although it is 
easily overlooked when there is extensive edema. 


The Prognosis 


The presence of mild hematuria and azotemia dur- 
ing the early stages of lipoid nephrosis (which may 
eventually disappear) prevents early prognosis. The 
patient may recover, or glomerulonephritis may set 
in and cause renal failure. 

When the patient does recover, it is only after one 
to three years, during which he may have one or 
more attacks of edema. But if hematuria, azotemia, 
and hypertension persist over a long period, there 
is little hope for recovery. 

In recent years antibacterial therapy has greatly 
reduced the death rate from infection, but it seems 
to have little effect on nephrosis itself. The use of 
antibacterial agents has increased the chance of full 
recovery among children with nephrosis who exhibit 
no evidence of loss of renal function. 
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DIAMOX DIURETIC 





DESCRIPTION: Diamox (acetazoleamide) is a heterocyclic sulfonamide. 

ACTION AND EFFECTS: Diamox acts only in inhibiting carbonic anhydrase, an enzyme which is 
present in red blood cells, gastric mucosa, renal cortex, pancreas, and other parts of the central nerv- 
ous system, and which acts as a catalyst in the hydration and dehydration of carbon dioxide. Thus the 
inhibition of carbonic anhydrase would presumably hinder any function depending upon a large and 
continuous supply either of hydrogen or bicarbonate ions. 

When the inhibition of carbonic anhydrase in the renal tubules lowers the rate of formation of 
carbonic acid, it also reduces the rate of hydrogen and sodium exchange in the renal tubule. As a re- 
sult, the reabsorption of carbonate is incomplete and titratable acidity and ammonia disappear from 
the urine; the kidney secretes an increased amount of alkaline urine; and the extracellular fluid gets 
rid of sodium bicarbonate by way of the kidney. An equal amount of water is lost at the same time, 
causing a metabolic acidosis to develop, since the bicarbonate concentration of the extracellular fluid 
falls while the chloride concentration rises. If only a single dose of the drug is administered, the car- 
bonic anhydrase is inhibited for only about six hours. During the following 18 hours, the acid-base 
balance is restored and the composition of the ex:racellular fluid returns to normal. Consequently, 
the next dose of Diamox will evoke a diuretic response. 

USES: Diamox is beneficial as a diuretic. It may be administered to mobilize the edema fluid, and 
although its action is not as rapid or dramatic as that of an organic mercurial, it can produce a 
steady decline in weight until it eliminates edema. 

PREPARATIONS: Diamox is available in tablet form. 

DOSAGE AND ADMINISTRATION: An effective single oral dose is 250 to 500 mg. It is success- 
ful, too, when given on alternate days with mercurials. This is particularly useful in the rapid mobil- 
ization of edema fluid, since one compound corrects the disturbance in acid-base balance produced 
by the other. To achieve a sustained metabolic acidosis, the drug must be given at eight-hour inter- 
vals. 

TOXICITY: There have been no serious toxic reactions to Diamox reported, although when given 
in large doses, it will occasionally cause a patient to become drowsy, or feel numbness or tingling 
of the face and extremities. 

PRECAUTIONS: Diamox may make patients with hepatic cirrhosis unable to estimate direction or 
location, or to recognize persons and time. 





CARBACRYLAMINE RESINS CATION EXCHANGE RESINS 





DESCRIPTION: Ion exchange resins are synthetic, insoluble, macromolecular compounds containing 
either basic or acidic groups. Although insoluble, the compounds become ionized when placed in an 
aqueous medium; cations or anions from the resin can exchange with similarly charged ions from 
the surrounding medium. Cation exchange resins contain acidic groups. The hydrogen ions of the 
resins can exchange with substances which possess a positive ionic charge. 

ACTION AND EFFECTS: For every equivalent of ion adsorbed by an exchange resin from the 
surrounding medium, an equivalent of similarly charged ion is released into the surrounding medium. 
At present the exchange capacities of the cation exchange resins which are employed as therapeutic 
agents are somewhat limited. In market form they remove approximately one milliequivalent of so- 
dium from the gastrointestinal tract per Gram of resin ingested. This means that large doses must 
be ingested if sodium absorption is to be diminished effectively 

USES: The cation exchange resins are very useful in mobilizing excessive amounts of extracellular 
fluid and in maintaining patients in an edema-free state. They are seldom employed alone, but rather 
are used in conjunction with diuretic drugs, particularly the organic mercurials. In chronic congestive 
heart failure, cirrhosis of the liver, and nephrosis, combination therapy accelerates the mobilization 
of edema fluid. Moreover, the continued use of exchange resins may either keep the patient free of 
edema or greatly reduce the need for diuretics. 

PREPARATIONS: Carbacrylamine Resins, N.N.R., is a mixture of 87.5 per cent polyacrylic carbox- 
ylic acid resin for cation exchange and 12.5 per cent polyaminemethylene resin for anion exchange. 
Each Gram of the resin will remove approximately one milliequivalent of sodium when the patient 
is on a diet of not less than 1.5 Grams of sodium per day. 

DOSAGE AND ADMINISTRATION: The usual initial dose of resin is 16 Grams, three times daily, 
between meals; the maximum recommended single dose is 24 Grams. The administration of these large 
amounts of resin requires ingeruity, the simplest technique being the suspension of the resin in a 
glass of water. Flavored preparations are available for this purpose; in addition, the finely pow- 
dered resins can be mixed with « wide variety of foods. For best results, there should be a moderate 
degree of salt restriction when exchange resins are used. 

TOXICITY: The chief untoward resuit of cation exchange therapy may be a disturbance in elec- 
trolyte metabolism. Some degree of acidosis usually occurs during the first few days of therapy with 
exchange resins, but renal compensation either corrects this completely or reduces it significantly. 
If renal function is inadequate, cation exchanye resins should not be used. When hypocacemia occurs, 
a calcium salt should be administered. 

PRECAUTIONS: When a patient is on digitaiis therapy, the resulting potassium loss makes the 
myocardium more sensitive to the glycoside; s:mptoms of digitalis intoxication may be an indica- 
tion of potassium imbalance. Vigorous therapy with cation exchange resins, especially when combined 
with diuretics and salt restriction, may lead to a markedly negative sodium balance and produce 
symptoms of low salt syndrome. Gastric irritetion marked by anorexia, nausea, and vomiting may 
be present in a small percentage of patients. Diarrhea may develop, and fecal impaction of the res- 
in may on rare occasions present a problem. 
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NORMAL SERUM ALBUMIN PLASMA EXPANDER 





DESCRIPTION: Normal Serum Albumin is a 25 per cent solution of the albumin fraction pooled 
from human plasma; it has a sodium concentration of 0.3 per cent on a weight-to-volume basis and 
is salt-poor. 

ACTION AND EFFECTS: Each 50 cc. of Normal Serum Albumin provides the osmotic equivalent 
of approximately 250 cc. of citrated plasma and draws approximately 175 cc. of additional fluid into 
the circulation within 15 minutes. The edema accompanying nephrosis, malnutrition, hepatic cirrho- 
sis, and chronic diarrhea is usually associated with hypoproteinemia, and it is believed that. there is 
a causal relationship between the formation of edema fluid and the decreased colloidal osmotic pres- 
sure of the blood. Under these circumstances an increase in the oncotic pressure of the plasma should 
result in the free passage of the edema fluid into the circulation. The edema fluid is ultimately ex- 
creted by the kidney. This is promoted by the administration of a high-protein diet and the injection 
of plasma protein. Human albumin is an excellent plasma expander and diuretic, although expensive. 
USES: The results of a study indicate that the most striking effect is observed in the severe ne- 
phrotic states where there is massive edema. Under these circumstances a moderate diuresis can 
be maintained during the administration of albumin, but it is not sustained after the therapy is dis- 
continued. Up to 90 per cent of the protein appears in the urine. As soon as the administration of 
protein is stopped, the concentration of serum albumin falls rapidly to the level before the injection. 
PREPARATIONS: Serum Albumin, U.S.P., is available as a 25 per cent solution in 20-milligram am- 
pules. Human Salt-Poor Normal Serum Albumin is marketed in a 50 cc. vial containing 12.5 Grams 
of Normal Serum Albumin in 50 cc. of buffered diluent. 

DOSAGE AND ADMINISTRATION: Serum Albumin is administered intravenously. For shock or 
burns, 1 cc. per pound of body weight is administered. Additional support is given to the patient in 
severe hemorrhage by administering whole blood. In dehydration, other fluids must be administered 
parenterally; in hypoproteinemia, at least 1 cc. per pound of body weight is administered until the 
desired response is obtained. 

TOXICITY: Normal Serum Albumin is generally well tolerated, although, occasionally, a patient may 
have an untoward response. 

PRECAUTIONS: Serum Albumin may be contraindicated in circulatory diseases where rapid in- 
crease in blood volume may prove undesirable. It is important that the nurse watch the condition 
of the patient closely during the administration of the albumin. 





GELATINE SOLUTION PLASMA EXPANDER 





DESCRIPTION: Gelatin is a protein obtained by the partial hydrolysis of collagen derived from the 
skin, connective tissue, and bones of animals; the source of practically all samples used as plasma 
substitutes is the collagen of long bones. The composition of various samples of gelatin is not uni- 
form, and procedures such as autoclaving cause further fragmentation of the gelatin molecule. Gel- 
atin solutions of high molecular weight have a greater viscosity and a lower gelatin temperature 
than solutions of low molecular weight. A six per cent solution of gelatin exerts approximately the 
same colloidal osmotic pressure as do the proteins in plasma. 

ACTIONS AND EFFECTS: The hemodynamic changes which follow the injection of gelatin solu- 
tions and plasma are very similar. Following the intravenous administration of 500 milligrams of a 
six per cent solution in normal humans, the circulating blood volume may increase by an amount 
greater than the infusion volume. This indicates that fluid has been attracted from the interstitial 
spaces. Accompanying the increased blood volume is an increase in cardiac output and stroke vol- 
ume; venous pressure may be slightly elevated; there is little change in pulse rate and blood pressure. 
Peak effects are observed approximately three hours after injection, hemodynamic changes are prac- 
tically over within 24 hours, and blood volume returns to normal within 48 hours. 

The injection of gelatin solutions increases the sedimentation rate of red blood corpuscles in both 
experimental animals and humans, due to the pseudoagglutination of the corpuscles. Although no 
adverse effects have been observed in humans, pseudoagglutination interferes with blood typing and 
cross-matching. Clotting mechanisms are not disturbed by the presence of gelatin. 

Following the injection of gelatin, the concentration of plasma protein is reduced to a degree 
approximately equivalent to the concentration of the plasma gelatin. As the gelatin concentration 
decreases, that of the plasma protein rises; by the time the gelatin disappears from the circulation, 
the plasma protein has returned to its normal concentration. 

USES: Gelatin solutions are effective in maintaining circulating blood volume. This has been il'us- 
trated innumerable times when gelatin has been used in the treatment of shock. Authorities gen- 
erally agree that gelatin solutions are superior to solutions of crystalloids. 

PREPARATIONS: Gelatin is marketed as Gelatine Solution, special intravenous, N.N.R. It is a ster- 
ile, pyrogen-free, nonantigenic solution of six per cent gelatin in isotonic sodium chloride. It is mark- 
eted in bottles of 500 milligrams. 

DOSAGE AND ADMINISTRATION: Gelatine Solution must be heated to 50° C. before use and 
warmth must be maintained for prolonged administration since the solution gels at ordinary room 
temperature. It is administered intravenously at rates up to 30 milligrams per minute. 
TOXICITY: There is a low incidence of untoward reactions to Gelatine Solution. Occasional vacuoli- 
zation of the epithelium of the proximal and distal renal tubules has been observed, and a transient 
albuminuria has been reported. Febrile reactions accompanying injection are rare, since gelatin ap- 
parently does not possess antigenic properties. 

PRECAUTIONS: The great disadvantage to gelatin is its inclination te gel; the nurse must antici- 
pate this and be prepared to prevent it. 
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The new bill standardizing 


the size of each nurse corps 


also provides 


broader career 


opportunities 


for 
military 


Nurses 





Official insignia, Army Nurse Corps 


BY COLONEL INEZ HAYNES 
Chief, Army Nurse Corps 
Office of the Surgeon General 


RESIDENT Eisenhower re- 
P cently approved a bill which 
provides enhanced career opportu- 
nities for Regular Army and Air 
Force Nurses and Regular and Re- 
serve Navy Nurses. The bill, Pub- 
lic Law 85-155, standardizes the 
size of each corps and the number 
of its officers and establishes new 
rules for retirement and initial of- 
ficer appointment. 

Although the application of the 
law to the Army Nurse Corps is 
discussed here, the law applies sim- 
ilarly to the Navy and Air Force 
nurse corps. 

The new bill puts the Army 
Nurse Corps, for the first time in 
its 56-year history, on an organ- 
izational basis parallel to that of 
the Regular Army. 
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authorized 
strength of the Army Nurse Corps 
is set at 2,500, thus enabling the 
corps to maintain a sound basis for 
mobilization and aiding it to plan 
its procurement program more ac- 


Under the bill, the 


number of Army 
fluctuated ac 
strength of the 


curately. The 
nurses previously 
cording to the 
Army. 

The number of regular captains 
has been increased to include more 
nurses who have had seven years 
of active commissioned service and 
are under 40 years old. Although 
the age limit for the rank of cap- 
tain cannot be increased, the max- 
imum age for second and first lieu- 
tenant may be exceeded, depending 
on the number of years of active 
commissioned service since Decem- 
ber 7, 1941. The former date was 
December 31, 1947. However, the 
number of years by which the max- 
imum age may be exceeded is lim- 
ited to five. 

Whereas the number of captains 
in the Army Nurse Corps who 
could expect to advance to the rank 
of major was formerly limited, all 
captains who have served 14 years 
and meet the qualifications of re- 
sponsibility and leadership required 
of a major can now anticipate pro- 
motion to major, regardless of the 
number already holding that rank. 

There has also been expansion 
in the higher grades. The Army 
Nurse Corps will now have five 


Official insignia, rlight Nurse 
United States Air Force 








Official insignia, U. S. Navy 


permanent colonels and 107 perma- 
nent lieutenant colonels; there was 
no authorization for permanent 
colonels before this legislation. Al- 
so, a separate promotion list is now 
provided by statute, rather than ad- 
ministrative action. 

According to the bill, the retire- 
ment pay for Army nurses who 
have been mandatorily retired is 
now based upon the number of 
years of promotion list service in- 
stead of active service. A year of 
constructive service, in this in- 
stance, is equivalent to a year of 
active service. This provision places 
the nurses on an equal basis with 
other Regular Army officers. 

The Department of the Army 
plans to put the changes into effect 
during the 1958 fiscal year, but the 
openings in the grades of colonel 
and lieutenant colonel will not be 
filled immediately. However, all 
vacancies should be filled within 
two or three years. After that, re- 
tirements are expected to provide 
some vacancies each year. 

The changes provided in the bill 
have been approved by the regular 
and reserve military nurses, as weil 
as the American Nurses’ Associn- 
tion. Agnes Ohlson, R.N.. presi- 
dent of the A.N.A., expressed the 
association’s enthusiastic approval 
at a hearing before the House 
Armed Services Committee. A state- 
ment was also submitted at the 
Senate hearings. 
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As a result of the increased interest 


in the natural childbirth method, 


the doctor-nurse team has become 


an important factor in 





Dr. Kimmel explains the essentials 
of the Natural Childbirth Training Method. 


providing complete maternity care 


BY M. LEONARD KIMMEL, M.D. 


T has taken two decades for a 

major change to evolve in ma- 
ternity care, because change occurs 
slowly in the nursing and medical 
professions. Hitherto, maternity 
care has been concerned mainly 
with the safety of mother and child 
and with the relief of pain in labor; 
and thinking has been in terms of 
organic medicine. But with the 
major breakthrough of the tradi- 
tional organic concept of medicine 
to a psychosomatic approach, preg 
nancy has been re-evaluated from 
its emotional aspect. For childbear 
ing is a highly emotional event. 
Pregnancy usually evokes stark, 
powerful emotions, associated often 
with undesirable svmptoms of fear 
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and pain. Yet childbearing should 
be a normal physiological process 
and a happy event. A better un- 
derstanding of psychosomatic prin- 
ciples can help make it so. Fortu- 
nately, attention is being focused 
today on the emotional side of 
pregnancy. It is now recognized, 
for example, how a normal muscu- 
lar contraction can be misinter- 
preted to elicit fear, and how fear 
may alter the normal rhythm of 
muscular contraction-relaxation to 
cause pain. There is, further, great- 
er understanding of the interper- 
sonal relationships which exist in 
each pregnancy. As a result of this 
knowledge, there has been a change 


for the better in maternity care. 


What Is Complete Maternity Care? 

Complete maternity care may be 
defined as that care given a wom- 
an before, during, and follewing 
pregnancy, with consideration of 
her as a member of the family unit. 
Furthermore, complete maternity 
care encompasses al] the members 
of this unit. Its aim is to help the 
family develop an environment con- 
ducive to the growth of its emo- 
tional and physical health. 

The growing interest in this type 
of maternity care is evidenced by 
the fact that “Complete Maternity 
Care” was the theme of the Seventh 
American Congress on Maternal 
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Welfare, which was held in Chi- 
cago, Ill., last July. Attending the 
congress were obstetricians, gener- 
alists, hospital administrators, psy- 
chiatrists, pediatricians, nutrition- 
ists, and marriage counsellors. So- 
cial workers, obstetrical and pedia- 
tric nurses, visiting and office 
nurses were also present. The par- 
ticipants correlated their ideas, each 
contribution falling into a pattern 
of complete maternity care. At this 
congress, answers to the following 
questions were more clearly re- 
vealed: What is complete mater- 
nity care? How can it be provided? 
How can the lone physician pro- 
vide it? These are some of the ques- 
tions we shall be concerned with 
in this article. 


Sources of Care 


An excellent approach to com- 
lete maternity care is offered by 
such teaching centers as the Ma- 
ternity Center Association of New 
York and the Grace New Haven 
Hospital of Yale University. Sim- 
ilar care is offered by the Frontier 
Nurses of Kentucky, the Catholic 
Sisters of New Mexico, and the 
Elizabeth Fund for Maternal Care 
in Flint, Michigan. An increasing 
number of lay groups, whose mem- 
bers have organized to prepare 
themselves for parenthood, also 
advocate complete maternity care. 
These organizations include the 
Natural Childbirth Associations 
and Childbirth Education Associa- 
tions, located throughout the coun- 
try, from Seattle, Wash., to Wash- 
ington, D. C. 

All of these organizations, wheth- 
er lay or professional, base their 
teaching on the principles of a nat- 
ural childbirth program. This meth- 
od of teaching was initiated by the 
famous English obstetrician Grant- 
ly Dick Read, whose published 
works on the subject include the 
book Childbirth Without Fear, 
which has been published in ten 
languages. His principles of mater- 
nity care are now being incorpo- 
rated into the new editions of most 
of the standard obstetrical text- 
books. 

Natural childbirth is taught un- 
der such names as educated child- 
birth, preparation for childbirth, 
and physiological childbirth. In 
Russia and Switzerland (at the 
Maternity Hospital of Geneva) it 
is called psychoprophylactic prep- 
aration for chilcbirth; in France it 
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is known as Il'accouchment sans 
doulour. 

But no matter by what name the 
teaching method is called, and how- 
ever varied are the details of the 
teaching, there is a common philos- 
ophy: pregnancy should not be con- 
sidered as an isolated event for the 
woman alone; she should be per- 
mitted and encouraged to be an ac- 
tive participant in her labor. Her 
husband should be regarded as an 
active member in the new family 
unit. Both the patient and her hus- 
band must be prepared for their 
roles in parenthood. 


Ideal Care 


The emphasis today is on com- 
plete maternity care. Ideally, such 
care would require the co-ordinated 
efforts of a team of experts consist- 
ing of obstetrician, nurse, pediatri- 
cian, nutritionist, mental hygienist, 
and social worker. Unfortunately, 
although the list of sources supply- 
ing this type of approach is grow- 
ing, it is still small, and such care 
is available chiefly in urban areas. 

Where, then, can the woman who 
seeks, requires, and has a right to 
complete maternity care find it? 
“The great burden of care in most 
areas of our country will fall on 
just the doctor and the nurse,” says 
Nicholson J. Eastman, professor of 
obstetrics at Johns Hopkins Uni- 
versity. 

This is borne out by the recent 
survey published in the October 


His nurse conducts the class as 
Dr. Kimmel waits to answer any questions. 


1957 issue of Medical Economics. 
According to this survey, 56 per 
cent of all physicians in the United 
States are in solo practice; 11 per 
cent are in expense- or space-shar- 
ing practices; and 9 per cent are in 
a two-man partnership. Seven per 
cent are in a partnership or group 
with more than two other doctors; 
three per cent are salaried assist- 
ants; and 14 per cent are in other 
types of salaried practice. 

Can the average doctor and nurse 
provide complete maternity care 
for the average mother? Yes, says 
Eastman, providing they recognize 
that “the doctor and the nurse 
themselves will have to supply some 
of the areas of specialization.” This 
specialized knowledge can be sup- 
plied, and excellent maternity care 
can be given, by the obstetrical 
specialist, the general practitioner, 
and the nurse-midwife. But the 
doctor-nurse team, by pooling its 
knowledge, is usually better able 
to co-ordinate and present, in a 
simple manner, its knowledge of 
obstetrics, pediatrics, nutrition, psy- 
chology, and sociology. 


Doctor-Nurse Team in Action 


I should like to describe the ap- 
proach to complete maternity care 
with which I am most familiar, 
namely that of a doctor-nurse team 
conducting a natural childbirth 
training program in the doctor’s 
office. The doctor’s office provides 
familiar surroundings, a_ relaxed 
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One of the four classes 


atmosphere, and personnel who are 
interested in the person as an indi 
vidual, not as a case number. Con 
tinuous care by the same personnel 
is assured, and the necessary facil- 
ities—desk, books, and diagrams 
are readily available. Group teach- 
ing evolves naturally from this. 
Practically any doctor's office 
can be adapted as a classroom for 
teaching natural childbirth classes. 
I use my consultation room as a 
lecture room; but any suitable room 
may be used. By using folding 
chairs, I readily prepare this 12 by 
15 foot room to hold an audience 


of 24. On one wall is a perma- 
nent exhibit of anatomical charts 
and a birth atlas, which I pur- 


chased from the Maternity Center 
Association of New York. When 
not in use, this picture wall is 
screened off completely by a fold- 
ing wood-slat, floor-to-ceiling screen 
which blends with the decor of the 
room. The only other teaching aid 
necessary is a movable blackboard. 
On days when exercise classes are 
given, floor inats replace the fold 
ing chairs 

The classes are small, limited 
usually to eight to ten couples, plus 
a few professional visitors from 
neighboring institutions and, occa 
sionally, a skeptical relative. In this 
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in the series is devoted to explaining exercises 
that will aid in childbirth. Here a nurse helps a patient. 


intimate surrounding the patients 
come to know each other, exchange 
information, voice their fears, and 
express their hopes. 

There are four classes in the 
training program, three lectures and 
one exercise class. Each lecture 
takes about an hour and is fol- 
lowed by a question period. The 
material taught in each of the 
classes is reviewed when the pa- 
tient makes her routine office visits. 

Either the nurse or doctor can 
teach the classes. Before my nurses 
were trained to teach, I conducted 
the entire series. Now most of the 
teaching is done by my former 
office nurses, all mothers who have 
been delivered by natural child- 
birth. Although the nurse may give 
the lecture, I am always present to 
conduct the question period. It 
must be remembered that the doc- 
tor is the captain of the team, but 
the nurse is his alter ego. Division 
of duties in teaching simplifies the 
training program. 

In the first lecture, given early 
in pregnancy, we teach the anat- 
omy, physiology, and psychology 
of childbirth. The effect of anes- 
thesia on the mother and baby is 
discussed, and the mother is assured 
that she will receive the proper sed- 
ative or anesthetic for any distress 





she may have in labor. This assur- 
ance is necessary because of the 
common misconception held not 
only by the average layman, but 
also by a surprisingly large num- 
ber of doctors and nurses, that nat- 
ural childbirth is painless, and that 
drugs are withheld. 

In this lecture, nutrition is dis- 
cussed in simple terms and is tail- 
ored to fit the individual patient. 
Its long-range effect on the unborn 
baby is considered also. Stress is 
placed on the importance of an ad- 
equate breakfast and lunch and on 
the need for a variety of vegetables, 
additional proteins, supplementary 


A patient 
mat 


practices exercises on 
in doctor's office-classroom. 


vitamins, and iron. Fruits are rec- 
ommended as a substitute for rich 
desserts. 

The study of the patient’s emo- 
tional make-up during her visits 
to the office is continuous. We learn 
to recognize deep-seated neuroses 
which will not respond to brief 
treatment, and we refer the patient 
early for social or psychiatric guid- 
ance or treatment. Important psy- 
chological and sociological infor- 
mation is often elicited by the nurse 
rather than by the doctor, for it is 
often easier for her to gain access 
to the innermost thoughts of the 
mothers and their families. 

Simple, safe exercises are demon- 
strated for the expectant mother. 
Labor is an athletic event, and 
muscles seldom used to any great 
extent before will have to be used. 
The woman should prepare for the 


NURSING WORLD 




















day of delivery as an athlete pre- 
pares for a sports event. 

Squatting and tailor sitting, for 
example, not only prepare the 
mother for her position on the de- 
livery table and prevent thigh mus- 
cle strain, but also permit her that 
extra bit of pelvic stretching that 
may make the difference between 
a normal delivery, a forceps deliv- 
ery, and a Caesarian. Correct pos- 
ture often allows the expectant 
mother to discard that time-worn 
crutch, the maternity girdle. 

Exercises for the types of breath- 
ing to be used during the various 
stages of labor teach the woman to 
use her forces of labor to the fullest. 
Perineal muscle exercises minimize 
the discomfort of episiotomy 
wounds, and seldom does a patient 
who does pelvic rocking exercises 
complain of backache. 

Another lecture is concerned en- 
drely with the newborn baby, his 
actions during the first few weeks 
of life, his growth pattern, and emo- 
tional and physical needs. The im- 
portance of demand feeding and 
breast feeding is stressed, and the 
pacifier is advocated. The husband 
is an interested participant in this 
lecture, too, and is encouraged to 
help share in the care of his child. 

The final lecture is given late in 
pregnancy, and is a review of the 
exercises and material discussed in 
previous lectures. It is a trial run, 
a rehearsal for labor. 


The Star Performer 


Today the patient has become 
the star performer and the doctor 
and nurse work as a team to coach 
her. For 16 years, I had practiced 
what I thought was good obstetrics. 
In those years the mother was 
merely a passive recipient of care 
and my nurse, after she had draped 
the patients, became simply an on- 
looker. Eight years ago I revised 
my obstetrical methods. Since then 
my nurses and I have become a 
team, co-ordinating our efforts and 
adapting them to each patient’s 
needs. 

Can every woman participate in 
a natural childbirth training pro- 
gram? Yes—if she wants to. Of 
course, no woman can be stamped- 
ed into participating in her preg- 
nancy if she does not want to take 
an active part. However, success- 
ful personal experience in inter- 
viewing expectant parents has 
taught me that the average couple 
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will want a natural childbirth 
training program if it is explained 
to them properly. 

But can all doctors and nurses 
teach the program? No. Not unless 
they like to teach, are interested 
in the program, and enthusiastic 
about it. The doctor and the nurse 
must have confidence in the moth- 
er’s ability to participate in her 
delivery. They must be psychoso- 
matically oriented and psycholog- 
ically adjusted so that they do not 
project themselves into the pa- 
tient’s emotional problems. They 
must be qualified, individually and 
as a team, to provide family-cen- 
tered care. And the team must be 
able to recognize its limitations 
and know when and where to seek 
help. Only then can the doctor and 
his nurse conduct a program that 
will provide the family unit with 
complete maternity care. 

How can the nurse who is 
equipped to help provide family- 
centered maternity care organize 
her material for simple presenta- 
tion? The doctor for whom she 
works may be able to help her. Or 
she can attend one of the three 
week institutes conducted by the 
Maternity Center Association, or 
an out-of-town symposium con 
ducted by the association. 


Building Confidence 


Why is the doctor-nurse team 
method of teaching in the office 
so successful? It is because in the 
office rapport between patient, 
doctor, and nurse is highest, and 
continuous care is easily provided. 
Building up the patient’s self-con- 
fidence begins with the first visit 
to the office, although it should 
begin long before. This is recog 
nized in areas where sex education 
is taught early in schools, and 
where there is education for fam- 
ily living. 

Confidence develops in the 
warm, friendly classes, and is 
strengthened during the routine of- 
fice visits when class material is 
reviewed. Contact with other pa- 
tients builds up the patient’s con- 
fidence also. And the husband re- 
assures his wife when he partici- 
pates in the classes. 

The wise doctor and nurse who 
recognize the mother’s role as the 
star performer in the delivery will 
gradually relinquish their control 
over her so that she can transfer 
to herself part of the confidence 


she normally places in the nurse 
and doctor. 

Her confidence takes a practical 
turn when labor begins. She and 
her husband are requested to re- 
port to the doctor’s office before 
going to the hospital. In the office, 
the doctor answers the woman's 
questions “Is this really labor? 
What stage am I in? How many 
fingers am I dilated? Am I breath- 
ing correctly?” If the patient is to 
be admitted, the doctor will give 
her a slip of paper to bring to the 
hospital. The instructions will 
read, “Please order Demerol, 50 
(or 100) milligrams, when request 
ed by patient.” This is the safety 
net under the tight rope. 

“Suppose she fails, can she have 
medication?” asks many a skepti 
cal nurse anxiously. Fails? No 
mother ever fails. She knows that 
when she wants it, she may have 
Demerol; she may use a hand tri 
lene mask for self-administration, 
or she may ask the anesthetist for 
whiffs of nitrous oxide when she 
is in the delivery room. Every 
mother does the best she can, and 
she is assured that she has done so 
In the immediate post partum pe- 
riod, it is most important to con 
gratulate the mother on her per- 
formance during labor and deliv- 
ery, and to congratulate the father 
on his wife’s performance. This re- 
assurance should not end with de- 
livery, but should extend at least 
into the early days of the post 
partum period at home. Because 
of the build-up of confidence which 
a natural childbirth training pro- 
gram fosters, together with the as 
surance of a job well done, and 
because of her doctor’s and nurse’s 
continued interest in her during 
the early days of her “return to 
normal” at home, these mothers 
rarely exhibit guilt feelings, seldom 
have post partum “blues.” 

We have seen, therefore, that 
complete maternity care begins 
long before pregnancy and contin- 
ues far beyond it. For pregnancy 
today is considered as a part of a 
family life span. A natural child- 
birth training program lends itself 
ideally and practically to the con- 
cept of complete maternity care. 
And the best place to conduct the 
program is in the doctor’s office. 
Such a program is_ stimulating 
both to teachers and pupils. A na 
tural childbirth program honors 
the family as a unit and aims at 
providing complete maternity care. 
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Practical Nursing Directory 


This directory of national and state associations is 
included as a service to our readers. It will appear 
in the January and July issues — Editor. 


National Organizations 
National Association for Practical 
Nurse Education 
President, Miss Fern Goulding, School 
of Practical Nursing, Indianapolis 
Public School, 501 So. Meridan 

Street, Indianapolis, Indiana. 

Exec. Director, Hilda M. Torrop, Suite 
803, 654 Madison Ave., New York 
= & 3. 

National Federation of Licensed 

Practical Nurses 

President, Mrs. Clara A. Roitero, Brat- 
tleboro, Vt. 

Exec. Director, Mrs. Lillian E. Kuster, 
250 West 57th St.. New York 19, 
N. Y. 

Secretary, Miss Anna A. Kennerup, 115 
No. 16 St., East Orange, N. J. 
National League for Nursing, Coun- 
cil on Practical Nursing 
Secretary, Mrs. Neva Stevenson, Na- 
tional League for Nursing, 2 Park 

Ave., New York 16, N. Y. 


State and Territorial 
Organizations 
Alabama 
Licensed Practical Nurses’ 
of Alabama, Inc. 

President, Mrs. Lillian Gaddy, 2613 
E. 5th Ave., Tuscaloosa, Ala. 

Secretary, Mrs. Irene S. Bickley, 1009 
S. Augusta St., Mobile, Ala. 

Colored Licensed Practical Nurses As- 
sociation of Alabama: 

President, Mrs. Edna J. Price, 333-14 
Court N., Birmingham 4, Ala. 

For licensure apply to: 

Miss Dorothy Foley, R.N., Exec. Sec., 
Board of Nurses’ Examiners and 
Registration, 711 High Street, 
Montgomery 4, Ala. 

Alaska 
The Mount Edgecumbe Practical Nurs- 
es’ Group: 

President, Mrs. Rita Haskins, 
615, Mt. Edgecumbe, Alaska. 

Secretary, Mrs. Mildred Gordon, P. 
O. Box 615, Mt. Edgecumbe, Alas- 
ka. 

For licensure apply to: 
Examining Board, Mrs. La Pearl Bie, 
Box 714, Seward, Alas- 


Association 


Box 


Sec.-Treas., 

ka. 
Arizona 
Arizona Federation of Licensed Prac- 
tical Nurses: 


President, Mrs. Virginia K. Bailey, 
2626 Ricca Drive, Kingman, Ari- 
zona. 

Cor. Sec., Mrs. Catherine Johnston, 
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601 Stowell Ave., Kingman, Ari- 
zona. 
For licensure apply to: 

Mrs. Zona Brierley, R.N., Exec. Sec., 
Arizona State Board of Nurse Reg- 
istration and Nursing Education, 
1740 West Adams St., Phoenix, Ar- 
izona. 


Arkansas 
Arkansas State Practical Nurses’ Asso- 
ciation: 

President, Mrs. Dewey R. Marquis, 
610 So. 14th, Fort Smith, Ark. 
Exec. Director, Mrs. Georgia Lee 

Russell Gephardt, 2623 Wolfe St., 
Little Rock, Ark. 
For licensure apply to: 

Miss Evelyn Smith, Sec.-Treas., Ar- 
kansas State Board of Nurse Ex- 
aminers, 1016 Pyramid Bldg., Lit- 
tle Rock, Ark. 

California 
California Licensed Vocational Nurses’ 
Association, Inc.: 

President, Mrs. Lura E. Bryant, 
Room 207, 2030 Bradway, Oakland 
12, California. 

Secretary, Mrs. Catherine Matthews, 
1133 E. D. Street, Ontario, Cali- 
fornia. 

For licensure apply to: 

Board of Vocational Nurse Examin- 
ers, Room 1020 “N” St., Sacra- 
mento 14, California. 

Colorado 
Practical Nurses’ 
rado: 

President, Mrs. Mary L. Wickerham, 
319 South College Ave., Fort Col- 
lins, Colorado. 

Exec. Secretary, Clara Wiegel, 1685 
S. Lincoln St., Denver 10, Colo- 
rado. 

Secretary, Mrs. Maude Dunson Hogg, 
2246 Emerson St., Denver 5, Colo- 
rado. 

No licensure provided. 

Connecticut 

Connecticut Licensed Practical Nurses’ 
Association, Inc.: 


Association of Colo- 


President, Mrs. Phoebie Cox, 17 
Boylston Street, Meriden, Conn. 
Exec. Sec.-Treas., Miss Harriet S. 


Meggat, 190 Trumbull St., Room 
3, Hartford. 
For licensure apply to: 

Agnes Ohlson, R.N., Dept. of Nurs- 
ing Examiners, No. 145 State Of- 
fice Bldg., Hartford. 

Delaware 
Delaware 
tion: 


Practical Nurses’ Associa- 


President, Mrs. Alta McTheney, 500 
West 14th St., Wilmington 1, Del. 

Recording Secretary, Mrs. Hannah 
Calvert, 10 Murphy Road, Wilm- 
ington, Delaware. 

Corresponding Secretary, Mrs. Marie 
McCann, 2216 Tatnall St., Wilm- 
ington, Delaware. 

For licensure apply to: 

Delaware State Board of Nurse Ex- 
aminers, 910 Gilpine Ave., Wilm- 
ington, Del. 

District of Columbia 
The Practical Nurse Association of the 
District of Columbia: 

President, Mrs. Marie E. Brown, 162 
T. St, N.E., Washington, D. C. 
Secretary, Mrs. Lura C. Ford (same 

address as above.) 
No licensure provided. 
Florida 
Licensed Practical Nurses’ Association 
of Florida, Inc.: 

President, Mrs. Theta Gilkes, 465-48 
Ave. North, St. Petersburg, Fla. 

Recording Sec., Lois E. Spitler, 10, 

009 Florida Ave., Tampa, Fla. 
For licensure apply to: 

Hazel M. Peoples, Sec.-Treas., Ex- 
amining Board, Room 6, 230 W. 
Forsyth St., Jacksonville, Fla. 

Georgia 
Practical Nurses’ Association of Geor- 
gia, Inc.: 

President, Mrs. Louise Jenkins, 956 
G. Dixie Road, Fort Benning, Ga. 

Secretary, Mrs. Eldamarie Dattler, 
3043 Amelia Ave., Decatur, Ga. 

For licensure apply to: 

Board of Examiners of Practical 

Nurses, State Capitol, Atlanta, Ga. 
Colored Practical Nurses’ Association 
of Georgia, Inc.: 

President, Miss E. Sharon Frieson, 
684 Parsons St., Atlanta, Ga. 
Secretary, Mrs. Rosa A. Edwards, 84 

Randolph St., N.E., Atlanta, Ga. 


Hawaii 
State Association for Practical Nurses: 

President, Mrs. Lydia DuPont, 1644 
10th Ave., Honolulu, T. H. 

Secretary, Mrs. Rena Kanealii, 2003 
Lohilani St., Honolulu, T. H. 

For licensure apply to: 

Leona R. Adams, R.N., Exec. Sec., 
Board for the Licensing of Nurses, 
510 S. Beretania St., Honolulu, T. 
H. 

Idaho 
Practical Nurses of Idaho, Inc.: 

President, Mrs. Mildred J. Bedient, 
P. O. Box 1903, Boise, Idaho. 

Exec. Secretary, Mrs. Ruth P. White, 
904 Wade Circle Drive, Boise, Ida- 
ho. 

For licensure apply to: 

Idaho Office of Nursing Education 
and Registration, Sun Bldg., Boise, 
Idaho. 


Illinois 

Licensed Practical Nurse Association 
of Illinois: 

President, Mrs. Jean D. Corcoran, 
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2320 N. Mulligan Ave., Chicago. 

Exec. Secretary, Mrs. Etta B. 
Schmidt, 1610 W. Church St, 
Champaign, Ill. 

Corres. Secretary, Mrs. Ellen Marsh, 
330 N. Main St., Decatur, Il. 

For licensure apply to: 

Department of Registration and Ed- 
ucation, State of Illinois, Nursing 
Division, Springfield, Illinois. 

Indiana 
Indiana State 
ciation: 

President, Mrs. Anna B. Paris, 5013 
North Caroline Ave., Indianapolis 
5, Indiana. 

Secretary, Mrs. 
East Lincoln 
Indiana. 

For licensure apply to: 

Caroline Hauenstein, R.N., Exec. 
Sec., Indiana State Board of Nurs- 
es Registration and Nursing Edu- 


Practical Nurses’ Asso- 


Bryan, 230 
LaPorte, 


Lucille 
Highway, 


cation, 307 Ober Bldg., 38 N. 
Pennsylvania St., Indianapolis 4, 
Ind. 

Iowa 


Licensed Practical Nurses’ Association 
of Iowa, Inc.: 
President, Mrs. Evelyn Davison, 314 
E. Washington St., Clarinda, Iowa. 
Corr. Secretary, Mrs. Gertrude Lunt, 
213% E. Washington St., Clarinda, 
lowa. 
For licensure apply to: 
Vera M. Sage, R.N., Exec. Secretary, 
Board of Nurse Examiners, 
Room 17, State House, Des Moines. 
Kansas 
Kansas Federation of Licensed 
tical Nurses, Inc.: 

President, Mrs. Beulah Barber, 416 
East Kansas, McPherson, Kan. 
Secretary, Mrs. Ava McKoon, R.D. 

No. 2, Ottawa, Kan. 

For licensure apply to: 
Eula M. Benton, R.N., Exec. Adm., 
Kansas State Board of Education, 
1344 West 6th Ave., Emporia, Kan. 


lowa 


Prac- 


Kentucky 
Kentucky State Association of Licensed 
Practical Nurses: 
President, Mrs. Goldie Waskey, Box 
195, Russell, Ky. 
Exec. Sec., Mrs. Mary F. 
liams, Glenview, Ky. 
For licensure apply to: 
Kentucky Board of Nursing Educa- 
tion and Nurse Registration, Mrs. 
Marjorie C. Taylor, R.N., Exec. 
Director, Suite 310, Republic 
Bldg., Louisville, Ky. 
Louisiana 
Practical Nurses of Louisiana, Inc.: 
President, Mrs. Eva Anthony, Rte. 2, 
Box 12, Amite, La. 


McWil- 


Exec. Secretary, Mrs. E. Broome 
Sweeney, Room 217 Balter Build- 
ing, New Orleans, La. 


Corr. Secretary, Mrs. Anna Clouatre, 
3434 Plank Road, Baton Rouge, 
La. 

Licensed Practical Nurses of Louisiana, 
Inc.: 
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President, Mrs. Edith K. Pierce, 4923 
Magnolia St., New Orleans, La. 
Corr. Secretary, Mrs. Eunice Gomez, 

2922 Philip St., New Orleans, La. 
Exec. Secretary, Mrs. Ida M. Gover- 
nor, 3714 Willow St., New Orleans, 
La. 
Colored Practical Nurses of Louisiana: 
President, Mrs. Eola Harding, 1313 
Caffin Ave., New Orleans 17, La. 
Secretary, Mrs. Della P. Turner, 2089 
Law St., New Orleans, La. 
For licensure apply to: 


Mrs. Elizabeth Engeran, Exec. Sec- 
retary, Louisiana State Board of 
Practical Nurse Examiners, 806 
Perdido Street, Room 401, New 
Orleans, La. 

Maine 
Maine Licensed Practical Nurses’ Asso- 


ciation: 
President, Mrs. Pauline Hanson, 49 
Court St., Augusta, Maine. 
Recording Secretary, Mrs. Dorothy 
W. Knight, 19 Myrtle St., Augusta, 
Maine. 
For licensure apply to: 


Mildred I. Lenz, Ed. Sec., State of 


Maine Board of Registration of 
Nurses, 363 Main St., Lewiston. 
Maryland 
Maryland Licensed Practical Nurses’ 


Association, Inc.: 

President, Miss Mary E. Wagner, Mt. 
Wilson State Hospital, Mt. Wilson, 
Md. 

Secretary, Mrs. Mildred M. Nerling- 
er, Oakley Terrace, Cambridge, 


Md. 

Asst. Sec., Miss Nellie F. Pearce, 
4940 Eastern Ave., Baltimore 24, 
Md. 


For licensure apply to: 
Mrs. Angela Shipley, Exec. Sec. of 
Md. State Board of Examiners of 


Nurses, 1217 Cathedral St., Balti- 
more 1, Md. 
Massachusetts 
Licensed Practical Nurses of Massa- 
chusetts, Inc.: 
President, Miss Katherine Rodgers, 
271 Dartmouth St., Boston 16, 
Mass. 


Executive Secretary, Miss Catherine 
T. Garrity, 271 Dartmouth St., Bos- 
ton 16, Mass. 

For licensure apply to: 

Robert C. Cochrane, M.D., Secretary, 
Board of Registration in Nursing, 
Room 413, State House, Boston 33, 
Mass. 

Michigan 
Michigan Practical 
575 Hollister Bldg., Lansing, Mich. 

President, Mrs. Elizabeth Rogers, De- 
troit, Michigan. 

Exec. Secretary, Mrs. Margaret Cot- 
sikas, 575 Hollister Bldg., Lansing, 
Mich. 

For licensure apply to: 

Mary M. Anderson, Exec. Secretary, 
Michigan Board of Nursing, 148 
Stevens T. Mason Bldg., Lansing 
26, Mich. 


Nurse Association, 


Minnesota 
Minnesota Licensed Practical Nurses’ 
Association, 2612 5th Ave., So. Minne- 
apolis: 
President, Miss Lily Olin, 3640 22nd 
Ave. South, Minneapolis 7, Minn. 
Secretary, Mrs. Viola Tjerland, 4141 
N.E. Cleveland Ave., Minneapolis 
21, Minn. 
For licensure apply to: 
Examining Board, Leonora J. Collatz, 
Exec. Sec., State Board of Ex- 
aminers of Nurses, 700 Minnesota 


Bldg., St. Paul 1, Minn. 
Mississippi 
Mississippi Federation of Licensed 
Practical Nurses: 
President, Mrs. Gertrude F. Little, 


121 East 3rd St., Hattiesburg, Miss. 


Secretary, Mrs. Hattie Evans, Box 
111, Whitfield, Miss. 
For licensure apply to: 

Examining Board, Phoebe Kandel, 


Exec. Sec., 703 North St., Jackson, 
Miss. 
Missouri 
Missouri State Association of Licensed 
Practical Nurses: 
President, Mrs. Lois M. Woodworth, 
Route 2, Box 399, Joplin, Missouri. 


Exec. Sec., Mrs. Alma Van Matre, 
228 Woodruff Bldg., Springfield, 


Missouri. 
For licensure apply to: 

Catherine Guess, R.N., Exec. Sec., 
State Board of Nursing, Box 656, 
Jefferson City, Mo. 

Montana 
Montana State Practical Nurses’ Asso- 
ciation: 


President, Mrs. Mary Sande, Box 
Elder, Montana. 
Exec. Sec., Mrs. Louise Salter, Box 


526, Hamilton, Montana. 
Nebraska 
Practical Nurses’ 
braska, Inc.: 

President, Mrs. Gladys Frey, Mitchell, 

Nebraska. 

Secretary, Mrs. Esther Kruse, 201 

N. 12 St., Norfolk, Nebraska. 

For licensure apply to: 


Helen C. Marsh, R.N., Director, Ne- 


of Ne- 


Association 


braska State Board of Nursing, 
12th Floor, State Capitol, Lincoln, 
Neb. 

Nevada 

Nevada Licensed Practical Nursing 


Association: 
President, Mrs. Elva K. Smith, 
B. St., Sparks, Nevada. 
Secretary, Mrs. Ora Mae Rogan, 232 
West Liberty, Reno, Nevada. 
For licensure apply to: 
Mrs. Smiley Bayless, R.N., 
Board of Nurses Examiners, P. O. 


1670 


State 


Box 1884, Reno, Nevada. 
New Hampshire 
Licensed Practical Nurses’ Association 


of New Hampshire: 


President, Mrs. Virginia Smith, 
L.P.N., 3 Maple Ave., Hudson, 
N.H. 

Secretary, Mrs. Hazel M. Van Den 

27 








Berghe, L.P.N., 203 

Manchester, N. H 
For licensure information apply to: 

Miss Cecelia Sinclair, Exec Sec., 

State Board of Nursing Education 

ind Nurse Registration, Room 324, 

18 School St.. Concord, N. H. 
New Jersey 


Bowman St., 


Licensed Practical Nurse Association 
of New Jersey, Inc 
President, Mrs. Stella Harris, 89 
Aqueduct Ave., Midland Park, 
N. J 
Corr. Secretary, Mrs. Elizabeth S 
Doyle, 456 Tenafly Ave., Engle 
wood, N J 
For licensure apply to: 
Edna Antrobus, R.N., Exec. Secre 
tary, New Jersey Board of Nursing, 


1060 Broad St., Newark 2, N. J. 
New Mexico 
New Mexico Licensed Practical Nurses’ 
Association, In 


President, Mrs. Frances Quakenbush, 
1507 Tenth St, N.W., A lbuquer- 
que, N. M 

Sec., Mrs. Aletha Nickless, Box 621, 


Mexico. 

For licensure apply to: 

Board, Hazel W. Bush, 
Sec.-Treas., 1419 Central Ave., 
N. E., Albuquerque, N. M. 

New York 

Practical Nurses of New York, Inc.: 


lTucumeari, New 


Examining 


President, Mrs. Christine B. Quell, 
250 W. 57th St., New York 19, 
he 

Acting Exec. Sec., Mrs. Christine B. 


Quell, 250 West 
York 19, N.Y. 


For licensure apply to: 


New 


57th St., 


Examinations 
and Registrations, State Education 
Dept., 23 Pearl St., Albany, N. Y 

North Carolina 

North 

Nurses* Association 

President, Mrs. Mae A. Beard, 209 


tureau of Professional 


Carolina Licensed Practical 


(reer h St... Goldsboro. N. ad 
Exec. Sec., Mrs. Hazel F. Taylor, 
R.N., Box 1165, Raleigh, N. C. 


Mrs. Lillian B. Fritts, 
ec/12, Box 12, Lexington, N. C. 
For licensure apply to: 

Miriam Daughtry, R.N., Sec., North 
Carolina Board of Nurse Examin- 
ers, Room 205-206, 306 Dawson St., 
Raleigh, N. ¢ 

North Dakota 
North Dakota 
Nurses’ Association, Inc.: 

President, Mrs. Bernice 
Rte. 3, Valley City, North Dakota 

Secretary, Mrs. Tracy Sorenson, 730 
Sth St., West Williston, N. D 


For licensure apply to: 


Secretary, 


Licensed Practical 


Neldahl, R 


North Dakota State Board of Nurs 
ing Education and Nursing Reg- 
istration, Sec., Clara A. Lewis, 
State Capitol, Bismarck, North 
Dakota 

Ohio 
Practical Nurse Association of Ohio, 
Inc.: 
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President, Mrs. Minnie Weigel, 27 
Baldwin Ave., Mansfield, Ohio. 
Secretary, Mrs. Helen Graham, 10613 
Cedar Ave., Cleveland, Ohio. 

Exec. Secretary, Mrs. Mildred Smith, 
Bancroft Hotel, Room 205, Spring- 
field, Ohio. 

For licensure apply to: 

Ohio State Board of Nursing Educa- 

tion and Nurse Registration. 
Oklahoma 
Oklahoma State Association for Licens- 
ed Practical Nurses, Inc.: 

President, Miss Faye Day, 755 West 
llth St., Apt. 6, Tulsa, 7, Okla. 
Secretary, Mrs. Bertha Wedelin, 116 

E. Maple, Cushing, Okla. 
For licensure apply to: 


Miss Eleanor Moore, R.N., Exec. 
Director, Oklahoma Board of 
Nurse Registration and Nursing 
Education, 928 Commerce Ex- 
change Bldg., Oklahoma City 2, 
Okla. 

Oregon 
Oregon Licensed Practical Nurses’ 


Assn.: 
President, Mrs. 
N. E. 79th 


Oma Pysher, 641 
Ave., Portland 6, Ore. 


Secretary, Mrs. Josephine B. Light, 
800 N. E. Old Dufur Road, The 
Dalles, Oregon. 

For licensure apply to: 
Donna M. Monkman, Exec. Secre- 


tary, Oregon State Board of Nurse 
Examiners. 778 State Office Bldg... 
1400 S. W. 5th Ave., Portland, 
Oregon. 
Pennsylvania 
Keystone State Practical Nurses Assn.: 
Mrs. Stella Patten, 425 
Brown Ave., Butler, Pa. 
Secretary, Mrs. Ruth Billick, Rt. 206, 
David St., Johnstown, Pa. 
For licensure apply to: 
Pennsylvania State Board 
Examiners, Room 359, 
Bldg., Harrisburg, Pa. 
Puerto Rico 
Puerto Rico Practical Nurses’ Associa- 
tion, Calle 1, Casa 711, Barriada Bueno 
Vista, Santurce, P. R.: 
For licensure apply to: 


President, 


of Nurse 
Education 


Board of Nursing Examiners of 
Puerto Rico, F. Building, PRRA, 
GroundSorp 8, P. O. Box 9156, 


Santurce, P. R. 
Rhode Island 
Practical Nurse 
Inc. : 

President, Mary D. Ethier, 121 Ridge 

Rd., R.F.D., Esmond, R. I. 

Secretary, Miss Margaret Brown, 863 

Hope St., Providence, R. I. 

For licensure apply to: 
Board of Regulation and Nurse Edu- 


Assn. of Rhode Island, 


cation, Room 366, State Office 
Bldg., Providence 3, R. IL 

South Carolina 

Licensed Practical Nurses of South 


irolina, Inec.: 

President, Mrs. Emily Davis, 601 
Craven St., Beaufort, S. C. 

Secretary, Mrs. Bernice Drawdy, 1310 


Wichman St., Walterboro, S. C. 
South Licensed Practical 
Nurses Colored Association: 

President, Mrs. Lillie Simpson, 839 

Crawford St., Rock Hill, S. C. 

Secretary, Mrs. Genevieve Woodward, 

218 Aden St., Spartanburg, S. C. 
For licensure apply to: 

Examining Board, Isadora R. Poe, 

Exec. Secretary, 809 Carolina Life 


Carolina 


Bldg., Columbia 1, S. C. 
South Dakota 
South Dakota Practical Nurse Assn., 
Inc.: 
President, Mrs. Charlotte Hansen, 


Box 549, Yankton. 

Secretary, Lucille Groos, c/o St. 

Mary’s Hospital, Pierre, S. D. 
For licensure apply to: 

Carrie A. Benham, R. N., Exec. Sec., 
and director of Nursing Education, 
South Dakota State Nurses’ Ex 
amining Board, Mitchell, S. D. 

Tennessee 


Tennessee Licensed Practical Nurses’ 
Association: 
President, Mrs. Ora H. Shelton, 


Route 1, Bell Buckle, Tenn. 
Secretary, Mrs. Etoile H. Henley, 806 
Glen Leven, Nashville, Tenn. 
For licensure apply to: 


Mrs. Nina E. Wooten, Secretary- 
Consultant, Tennessee Board of 
Nursing, 1110 Sudekum_ Bldg., 
Nashville 3, Tenn. 

Texas 
Texas Licensed Vocational Nurse Assn. : 

President, Mrs. Verlie Graham, 506 
Academy Drive, Austin, Texas. 

Secretary, Ethel Riley, 5110 Wood 


St., Corpus Christi, Texas. 
For licensure apply to: 
Board of Vocational Examiners, 3rd 
Floor, Austin Savings & Loan 


Building, 11th and Lavaca Sts., 
Austin, Texas. 
Utah 
Licensed Practical Nurse Assn. of Utah: 
President, Mrs. Leora Morgan, 72 


W. 2 So. No. 204, Salt Lake City, 
Utah. 


Secretary, Mrs. Deon Webb, 72 West 
2nd South, #102, Salt Lake City, 
Utah. 


For licensure apply to: 
Frank FE. Assistant Director, 
Department of Registration, 324 
State Capitol, Salt Lake City. 


Lees, 


Vermont 
Practical 
Inc. : 

President, Mrs. Lila Erno, 397 West- 
ern Ave.. Brattleboro, Vt. 

Secretary, Mrs. Lucille E. Etheridge, 
3 Taft Terrace, Wallingford, Vt. 

For licensure apply to: 

Mrs. Eleanor Dyke, R.N., Secretary, 
Board of Registration of Nurses, 
323 Pearl St., Brattleboro, Vt. 

Virginia 
Practical Nurse Association of Virginia: 

President, Mrs. Gladys Witt, P. O. 

Box 462, Lynchburg, Va. 


Secretary, Mrs. Mildred B. 
NURSING WORLD 


Nurses’ Assn. of Vermont, 


Lewis, 














1108 West Marshall St., Richmond 

20, Va. 
Colored Practical 
of Virginia: 

President, Mrs. Catherine Fisher, 

1502 S. Meadow St., Richmond 20, 
Va. 

Secretary, Mrs. Irene McCadden, 520 
Ave., Hampton, Va. 
For licensure apply to: 

Mabel E. Montgomery, Sec-Treas., 

Va. State Board of Nurse Examin- 
ers, 1105-10 Central National Bank 


Nurses’ 


Association 


Greenbrier 


Bldg., Richmond 19, Va. 
Washington 


Washington Practical Nurses’ 
Association: 
President, Mrs. Helen Kelley, 805-26 
Avenue So., Yakima, Washington. 
Exec. Sec., Mrs. Esther Kazerman, 
316 Medical Arts Bldg., Seattle 1, 
Wash. 
For licensure apply to: 
Grace D. 


I icenses, 


State 


Cameron, 
Practical 
Olympia, Washington. 
West Virginia 
Practical Nurses of West Virginia, Inc.: 
President, Mrs. Edith D. Bossie, 200 
Broad St., Room 114, Charleston, 
West Virginia.” 
Secretary, Mrs. Helen Thomas, 200 
Broad St., #114, Charleston, West 


R.N., Dept. of 


Nurse Division, 


Va. 
Wisconsin 
Wisconsin Association of Licensed Prac- 
tical Nurses, 161 W. Wisconsin Ave., 
toom 7156. Milwaukee 3, Wisconsin: 

President, Mrs Rose LeMere, 1218 
The Strand, Waukesha, Wis. 

Exec. Director, Mrs. Edith M. Part- 
ridge, 3727 E. Layton Ave., Cud- 
ahy, Wis. 

Secretary, Mrs. Marie Arnold, 2040 
Rusk St., Madison, Wis. 

For licensure apply to: 

Adele G. Stahl, R.N., Director of 
State Dept. of Nurses, 119 Monona 
Ave., Room 609, Madison, Wis. 

Wyoming 


Wyoming State Practical Nurses’ Assn.: 
President, Mrs. Beulah Walton, 545 
Gladstone, Sheridan, Wyoming. 
Secretary, Mrs. Violet Ingersoll, 514 

S. Thurmond, Wyoming. 
For licensure apply to: 
Gould, 
ing Board, Box 


Wyoming. 


Examin- 
Laramie, 


Secretary, 


856, 


Gertrude 





me NEW CAR 
| > ee EMBLEMS 


: (A) Front car 
plate, or (B) emblem to attach on 
license plate. Available for 
Registered Nurse, Practical 
Nurse, Hospital Technician, 
3 Medical Technician. At- 
tractive aluminum, rust- 
proof $2.98 each Also 
available: Lapel Pin $1.50, 
Cuff Links $2.98 Gold 
finished, lacquered. Money 
back guarantee 

STADRI CO., 
Dept. NW2, Whitestone, N.Y. 

















FEBRUARY, 1958 


CLASSIFIED 


PSYCHIATRIC SUPERVISION. Opportuni- 
ties for head nurses, evening and night 
supervisors following day orientation 
Hospital for rapid treatment. 250 beds, 
University teaching unit. Large student 
nurse program, including affiliates. Sal- 
ary dependent on preparation and expe- 
rience. Excellent living, Gulf Coast City 
Good personnel policies. Staff nurses also 
needed. Write: Director, Nursing Service, 
University of Texas Medical Branch 
Galveston, Tex 


REGISTERED NURSES. Responsible posi- 
tions open Beginning salaries from 
$290.00 to $315.00; guaranteed salary 
increases each six months. Newly re- 


modeled, air-conditioned, 35-bed, general 
hospital More than customary fringe 
benefits. Apply to Ed Moore, Adminis- 
trator, Caney Valley Hospital, Wharton, 


Tex., for details. 


WANTED: Assistant to the Director, new- 
ly established and expanding School of 
Practical Nursing Small classes, some 
teaching responsibility, B.S. degree re- 





quired. Salary $360.00 to $525.00 per 
month. Maintenance available, $355.00 per 
month Apply Director, Practical Nurse 


School, Drawer 100, Dixon, Illinois 


DOCTORS AND NURSES—For a real rest 
in the shade of orange trees, come to the 
Old Homestead working ranch in Phoenix, 
Ariz Margaret Weiler, R.N., Route 5 
Box 700 


WORK OVERSEAS OR RETIRE IN MEXICO: 
Many companies need qualified nurses in 
their overseas hospitals. Our booklet tells 
how and where to apply. Want to retire 
in luxury on a very sma!! income? Our 
second booklet shows you how and where 
in beautiful Mexico. Total price both book- 
lets only $1. Limited offer. Satisfaction 
guaranteed. Publisher Rathe, Box 26131 
Los Angeles 26, California. 


REGISTERED NURSES: For staff duty in all 
departments; 674-bed general hospital 
located in industrial city (500,000 popu- 
lation) Liberal personnel policies; 40- 
hour work week. For further information 
please apply to Director of Nursing, Miami 
Valley Hospital, Dayton 9, Ohio. 


WANTED: REGISTERED NURSES. 59-bed 
hospital, 100 miles N.Y.C. In the heart 
of the resort area. Salary open, liberal 


benefits Reply to Liberty Maimonides 
Hospital Grossinger Clinic, Liberty, New 
York. B. Ginsberg, Administrator 


WANTED: Clinical Instructor, expanding 
Practical Nurse School. Some opportunity 
for classroom teaching. Starting salary 
depends on qualifications. Range: $360.00 
to $525.00 per month. Maintenance avail- 
able, $38.00 per month. Apply Director, 


Practical Nurse School, Drawer 100, 
Dixon, Illinois 
REGISTERED NURSES: Beginning salaries 


for rotating staff nurses $290.00 per 
month. Permanent evening or nights and 
Operating Room Nurses, $304.00 per 
month. Air-conditioned Teaching Hos- 
pital in resort town. Swimming, boating, 
fishing. One hour from large city. Op- 
portunity for advanced study leading to 
B.S. and M.S. degrees Write Director, 
Nursing Service, University of Texas, Med- 
ical Branch, Galveston, Texas 


ADVI 


RTISEMENT 


IMPERIAL POCKET PAL——by Lee De Leon. 
That indispensable kit. Holds glasses, 
pen, comb, money, etc. THE PERFECT 
GIFT for man or woman—pocket or purse! 
Made of chic white simulated “African 


Ostrich” or rich brown “Miami Lizard.” 
Price $1.25 each. $7.50 per dozen post- 
paid. “IMPERIAL,” 8718 Ashcroft Avenue, 


Hollywood 48, California 


DO YOU WANT TO WRITE 
for the Nursing Profession 
EDITORIAL ASSISTANCE 

ss now being offered by an experienced 
editor and writer. Diagnosis and con- 
sultation will be given on any articles or 
manuscripts which you are preparing for 
publication. Fee is based on service given 
For further information write to: Mrs 
Deborah MacLurg Jensen, R.N., M.A., 530 
North Union, St. Louis 8, Missouri. 


CLINICAL INSTRUCTOR in medical nurs- 
ing. Degree preferred. New 300-bed hos- 


pital Affiliated with Upsala College. 
Teaching of students shared with three 
other instructors. 40-hour week, 28 days 


vacation, 8 paid holidays 
able immediately 

Nurses, Clara Maass 
Belleville, New Jersey. 


Position avail- 
Apply Director of 
Memorial Hospital, 


REGISTERED NURSES. General duty, 50- 
bea, fully approved hospital, Shenandoah 
Valley of Virginia, county seat on main 


highway Salary range $225 to $265 
monthly, plus single room in beautiful 
new mountain-view nurses home, excel- 


Write 
Hospital, 


Shenan 
Wood- 


conditions 
Memorial 


lent working 
doah County 
stock, Va 


DIRECTOR—-NURSING SERVICE AND 
EDUCATION 
300-bed Protestant general hospital (ex- 
pansion program in progress) with 150- 
student School of Nursing, needs Director 
of Nursing to be responsible for Nursing 
Service and School of Nursing. Applicants 
should be in excellent health, between 
approximate ages of 35-45. Liberal sal- 
arly range and benefits. Excellent work- 
ing conditions in one of the midwest's 
foremost institutions, centrally located in 
the city and convenient to outstanding 
residential and shopping facilities 
Contact 
Mr. S. W. Martin, Administrator 
MILWAUKEE HOSPITAL 
2200 West Kilbourn Avenue 
Milwaukee 3, Wisconsin 





WANTED: OPERATING ROOM NURSES. 
Modern, 59-bed hospital in the resort 
area. Salary open, liberal benefits. Reply 


to Liberty Maimonides Hospital Grossinger 
Clinic, Liberty, N. Y. B. Ginsberg, Ad- 
ministrator 


WANTED: PRACTICAL NURSES. Modern 
59-bed hospital in the resort area. Sal 
ary open, liberal benefits. Reply to Mai 


monides Hospital Grossinger Clinic, Lib- 
erty, New York B. Ginsberg Adminis- 
trator 


DIRECTOR OF EDUCATION. 
ited Diploma School. 100 students: Hos- 
pital JCAH, 230 beds. Forty-hour week 
salary commensurate with qualifications 
Expansion program in process: city popu 
lation 150,000. Apply Mrs. Wanda Reed 
Northwest Texas Hospital, Amarillo, Tex 


continued on page 30) 
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continued from page 29) 


DIRECTOR OF NURSES. B.S. degree in 
Nursing Education and experience or 
Masters Degree Salary open, 40-hour 
week. Good personnel policies. Hospital 
fully approved by J.C.H.A., Dixon Public 
Hospital, Dixon, Ill 


WANTED. Registered medical record libra- 
rian for 152-bed general hospital, plus 
36 bassinets, averaging 20 admissions 
and 20 discharges per day. Must take 
minutes at all doctors’ meetings and 
board of trustees’ meetings. New cheer- 
ful department complete in every man- 
ner for medical records, including three 
typists and file clerks. The starting sal- 
ary is at least $400.00 per month with 
full maintenance; living quarters in 
beautiful nurses’ home with all private 
rooms. Opportunities for salary advance- 
ment. Hospital is located 36 miles from 
New York City and is served by D. L. & 
W. R. R. and the Greyhound Bus Line. 
Apply Dover General Hospital, Jardine 
Street, Dover, N. J., c/o C. T. Barker, 
Director 


REGISTERED NURSE for new 35-bed hos- 
pital in agricultural valley located 80 
miles from Reno. Starting salary, $325.00 
per month, five-day week, 1 meal a day, 
laundry of uniforms, hospitalization pol- 
icy paid by hospital, and retirement plan. 
Two-week paid vacation, 10 days sick 
leave, six paid holidays. Contact: Ad- 
ministratrix, Lyon Health Center, Yering- 
ton, Nev 


CLINICAL INSTRUCTORS: Medical and Sur- 
gical Nursing, Nursing of Children, and 
Obstetric Nursing for diploma program 
with 50 students. Very good personnel 
policies and congenial working conditions 
Academic preparation and/or experience 
desirable Salary commensurate with 
preparation and experience. Write Direc- 
tor, School of Nursing, St. Joseph's Hos- 
pital, St. Joseph, Mo. 


NURSING 
fully 


POSITION OPEN: DIRECTOR, 
SERVICE. 60-bed general hospital, 
accredited, expansion program, liberal 
salary range and employee benefits. Mid- 
west, population 10,000. Rail and bus 
connections excellent to larger cities 
(Contact Administrator, Lawrence County 
Memorial Hospital, Lawrenceville, Ill.) 


FLINT CIVIL SERVICE COMMISSION is 
Recruiting: 

General Duty Nurses 
Public Health Nurses 
Director of Nursing $7,944 - $9,487 
Liberal vacation, sick leave, and retire- 
ment benefits. Apply FLINT CIVIL SERV- 
ICE COMMISSION, CITY HALL, FLINT 2, 
MICH 


$3,952 - $4,732 
$4,329 - $5,161 


OPERATING ROOM SUPERVISOR. 200-bed 
hospital, 40-hour week. Salary commen- 
surate with experience and qualifications. 
Apply to Directress of Nurses, St. Mary's 
Hospital, West Palm Beach, Fla 


STAFF NURSES. 200-bed hospital, 40-hour 
week. Vacancies for graduate and prac- 
tical nurses for Operating Room, Recovery 
Room, Obstetrics, Emergency Room, De- 
iivery Room, Medical and Surgical Nurs- 
ing. Apply to Directress of Nurses, St 
Mary's Hospital, West Palm Beach, Fla 


SUPERVISORY, O. R. & GENERAL DUTY 


NURSES. Positions in general hospital, 
suburb of Washington, D. C. New air- 
conditioned wing, piped-in oxygen, nurse- 
patient intercom, 40-hour week, merit 
increases. Nearby universities for con- 
tinued education Suburban Hospital, 
Bethesda, Md 

30 





GENERAL DUTY NURSES for 600-bed Or- 
ange County General Hospital in sunny 
Southern California. Starting salary $319 
per month with merit increases to $395. 
Differential for afternoon and nights, 40- 
hour week, 3-week vacation, 11 holidays, 
and paid sick leave. Because of our ideal 
climate, we are the fastest-growing 
county in the U. S. A. Hospital to ex- 
pand to 1200 beds. Eligibility for Cali- 
fornia registration required. Write to 
Orange County Personnel Director, 801-C 
North Broadway, Santa Ana, Calif. 


Fields of 


WANTED: PEDIATRIC NURSES. Interested 
in total pediatric experience. 100-bed 
service in University teaching hospital. 
Experience includes premature, isolation, 
surgical, specialties, in addition to general 
pediatric nursing. Active inservice par- 
ticipation. Salary: For rotation, $290.00 
per month. Evening or night, $304.00. 
New air-conditioned hospital, good per- 
sonnel policies, recreational facilities 
abundant. Apply: Director, Nursing Serv- 
ice, University of Texas Medical Branch 
Hospitals, Galveston, Tex. 


Nursing 


(continued from page 16) 


observed that more nurses are 
found in general duty than any 
other field, and when we add the 
head nurses and supervisors to 
this, we have accounted for nearly 
half of the working nurses in the 
metropolitan area. The only other 
field accounting for any sizeable 
proportion of nurses is private 
duty, followed by office nursing. 
No other field of nursing accounts 
for more than five per cent of the 
working nurses in the area. 

Younger nurses are found in 
general duty, office nursing, nurs- 
ing education and industrial nurs- 
ing, whereas the public health, ad- 
ministration, school nursing, and 
private duty fieids attract nurses 
over 40 years of age. Important 
variations in marital status also 
appear among the fields of nurs- 
ing, the extremes being represented 
by the industrial nurses who are 
predominantly married, and the 
administrators who are predomi- 
nantly single. 

There are sharp differences in 
the extent to which nurses in these 
different fields participate in the 
organized social life of the larger 
community. School nurses and 
public health nurses appear to be 
most active, while head nurses, 
general duty, and office nurses 
were least likely to belong to clubs 
and organizations. An interesting 
lack of difference was found 
among nurses in all fields in terms 
of socio-economic background. Ap- 
parently nursing is a democratic 
profession in which family back- 
ground has little to do with pro- 
fessional position. The possible ex- 
ception lies only in the two ex- 
tremes of administration, while 
there is a disproportionate number 
of those with low socio-economic 
backgrounds. It also appears that 
nursing education and _ public 
health tend to attract women with 
minority-group backgrounds, who 


are rarely employed in industry 
or the doctor’s office. 

The poorest paying fields of 
nursing seem to be general duty, 
public health, and office nursing, 
while a larger proportion of the 
higher paid nurses appear in ad- 
ministration, school nursing, and 
industry. A nurse’s salary is influ- 
enced by both her age and marital 
status, with older nurses and sin- 
gle nurses tending to have better 
incomes than young and married 
nurses. The nurses in some fields 
have better geographic and job mo- 
bility than others. The office nurse 
is exceptionally stable geographi- 
cally, whereas administrators are 
not. School nurses are the most 
stable jobwise; general duty nurses 
and nursing educators apparently 
change jobs more frequently than 
others. 

Shifting focus from differences 
among specific fields to differences 
between nurses employed by hos- 
pitals and those not so employed, 
it was found that sometimes the 
type of hospital was the deciding 
factor. Thus, a very high percent- 
age of those in private-proprietary 
hospitals hold such membership. 
There is a relatively high propor- 
tion of nurses who don’t work in 
hospitals at all who belong to three 
or more professional organizations. 
Although hospital nurses change 
jobs more frequently than nonhos- 
pital nurses, the figures vary ac- 
cording to the type of hospital, 
both in terms of support and of 
size. In terms of income, it was 
found that, with the exception of 
government - supported hospitals, 
nonhospital nurses tend to make 
more money than those employed 
by hospitals. 

In the next article we shall dis- 
cuss the graduate nurse and her 
membership in professional organ- 
izations, and her opinions of such 
organizations. 
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The American Cancer Society’s annual Spring Crusade is 
the climax of its year-round attack on cancer through 
research, professional and lay education, and service to 
the stricken. A study of the cancer scoreboard indicates 
that steady progress is being made. More and more lives 
are being saved. Progress encourages more progress. 


Earlier diagnosis, new methods of treatment and a 
greater public awareness have contributed to this progress. 
It is often said that the life of the cancer patient is in the 
hands of the first physician he consults. The Society, there- 
fore, conducts a broad professional education program, 
making available to doctors, through literature, films, 
exhibits, and other materials, information on the latest 
advances in detection, diagnosis and treatment. 


As the Society aids the doctor, so does its large corps of 
volunteers aid the cancer patient with dressings, transpor- 
tation, home care, medication and a host of other vitally 
needed services. 


For the past two years, the theme of the Society’s annual 
Crusade has been “Fight Cancer with a Checkup and a 
Check.” That Americans everywhere are learning the value 
of the annual health checkup in the fight against cancer, is 
evidenced by the fact that doctors report they are now 
seeing more cancer in its earliest stages than ever before. 


That American men and women have a personal stake 
in the program of the American Cancer Society is demon- 
strated by the public’s generous support of the Crusade. 
This year the goal is $30,000,000 and we are confident that 
our people will meet the challenge... will “fight cancer 
with a checkup and a check” in the encouragement of 
further progress. 





Lowell T. Coggeshall, M.D., President 


American Cancer Society 














Your hands need PACQUINS HAND CREAM...made especially for you! 


Pacquins Hand Cream is lanolin-rich for world. Never sticky or greasy: vanishes 
extra-dry skin...gives your hands more quickly. Paequins was originally formulated 


protection than any other hand cream in the for professional use only. 
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